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The Hospital Construction Bill 


Statement by Surgeon General Thomas Parran* 


MR. CHAIRMAN: In response to your request, I am 
glad to appear before your Committee. I am not advised 
as to the relation of S. 191 to the program of the President. 
Therefore, I shall speak only as a student of the hospital 
problem in this country, and what I say will represent a 
professional opinion, not a statement of official policy. 

When peace returns, this country should so reorganize 
and develop its health resources that there will be available 
to everyone in the population all health and medical services 
necessary to preserve and promote health, to prevent diseases, 
and to treat illness. 

I am especially interested in this proposed legislation 
since its enactment would constitute an important amend- 
ment to the Public Health Service Act of July 1, 1944, and 
would place additional duties and responsibilities on the 
Public Health Service. Passage of this legislation would do 
much to promote better health conditions in this country. 

In my opinion, the bill before the Committee (S. 191) 
has been soundly conceived. Broadly, its purpose is to assist 
the States in proportion to their needs in planning for and 
providing for modern hospital service which would be 
available to every citizen. 


State Surveys Needed 

As a first step, surveys of need for general and special 
hospitals would be made in each state under the aegis of 
responsible state hospital authorities. The surveys would 
precede the drafting of master plans. These plans would 
not be dictated by the federal government, but would be 
formulated by the most competent persons in each state. 
Community plans would be integrated into the state plan. 

Obviously such plans would be formulated around and 
would represent an expansion of the present hospital sys- 
tem. Equal consideration would be given voluntary and 
publicly owned institutions. Through the principle of vari- 
able grants, needy communities would get the larger pro- 
portion of aid. The most needy communities also would be 
considered first. Individual construction projects would be 
‘aided only if they were recommended by the state authority. 


An Advisory Council 
An Advisory Council, composed of outstanding author- 
ities in the health and hospital fields, would be given defi- 
nite responsibility in determining the federal policies. A real 
partnership would be developed between the Public Health 


Service and state hospital authorities. This partnership . 


_ “Surgeon General, U. S. Public Health Service, Washington, D. C. 
Statement to the Committee on Education and Labor, United States 
Senate, February 27, 1945. 


would follow the familiar pattern of present public health 
law which has worked so successfully in our dealings with 
state health departments. The amount of construction au- 
thorized from year to year, would, no doubt, be varied and 
balanced with over-all budgetary considerations, employ- 
ment conditions, and the urgency of need. When the pro- 
gram is in full operation, its beneficial effects will be felt 
by every citizen. 

A hospital construction program also will provide mod- 
ern scientific tools for the thousands of doctors who will be 
returning from military service. These men have become 
accustomed to the best and most modern medical equip- 
ment available, and will not be content with a dingy office 
over a village drugstore. Furthermore, the hospital and 
health facilities which would be provided through the 
enactment of this bill, would encourage a better distribution 
of doctors, postwar. Without the provision of these facilities 
on a more equitable basis throughout the country, the pre- 
war maldistribution of doctors and their over-concentration 
in population centers would be aggravated. 

On July 12, 1944, I appeared before the Subcommittee 
on Wartime Health and Education of this Committee, at 
the invitation of its Chairman, Senator Pepper, to express 
my views on a number of war and postwar health matters. 
On the request of the Subcommittee Chairman, particular 
emphasis was placed on the importance of hospitals, health 
centers, and other health facilities in relation to the whole 
public health problem. Since then, Mr. Chairman, we have 
given considerably more thought to these problems, espe- 
cially as to how they would be affected by the proposed 
legislation now before this Committee. Moreover, there has 
been considerable public discussion and wide acceptance on 
the part of all professions concerned of the principles out- 
lined in the interim report of the Committee. 

I should like at this time to present my views on the 
broad implications of S. 191 in relation to the national 
health. 

Hospitals in Modern Society 

Hospitals and other health facilities assume an importance 
to the public health in direct relation to the technical ad- 
vances of medical science. While the earliest hospitals con- 
stituted a curious admixture of religion, superstition, and 
primitive cures, the modern hospital is a complex, technical 
machine, employing the latest scientific diagnostic aids, pre- 
ventive and curative measures, and professional skills. 
Within the memory of most of us here, the hospital was 
almost a port of last hope—TI could almost say a port of 
lost hope. A large majority of the patients were admitted 
for emergency surgery. The others were often long neglected 
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and far advanced medical cases. As a result, death rates 
were high. No self-respecting woman would think of going 
to a hospital to have her baby. 

We are now witnessing a rapid change in the public 
attitude towards hospital care. No longer is hospital aid 
sought as a last resort. It is, instead, almost one’s first 
thought in illness. Each year more than one out of every 
ten persons are admitted to a hospital for treatment. Of 
2,900,000 babies born in 1942, 2,000,000, or about 70 per 
cent, were delivered in hospitals. In some of the more 
health-minded communities the percentage of babies born 
in hospitals reaches nearly 100 per cent. 

During the relatively recent years in which we have seen 
hospital care grow in public favor, we have also seen public 
health in general take .remarkable forward strides. Death 
rates from all disease causes have fallen to an all-time low 
of about ten per thousand. Infant and maternal death rates 
have also dropped correspondingly. Whereas, only twenty- 
five years ago, about 100 infants out of every one thousand 
live births were claimed by death, the average rate is now 
but about forty deaths in every thousand births. Where 
twenty-five years ago, nine (9.2) mothers died for every 
thousand babies born, now less than three (2.6) are lost. As 
a result of earlier hospitalization of illness, the length of stay 
in general hospitals has been gradually reduced to an av- 
erage of about ten days. 

Of course, not all advances in national health have re- 
sulted from better hospitals and their increased use. Many 
other factors have played a part but there is no doubt that 
hospitals and other health facilities have played leading 
roles. 

The present hospital pattern of the country has been 
shaped by strong social influences. The hospital now is 
considered a part of the community on the same level as 
the church and the school. The hospital, especially the 
voluntary hospital, is steeped in traditions of service and 
sacrifice. These traditions are valuable assets for the present 
and future. They should be preserved and molded gradually 
to fit changing social requirements and scientific develop- 
ments. The concepts underlying S. 191 are in harmony 
with these considerations. 


The Obligations of Society 

To understand the present hospital pattern of the country, 
one must look also to the motivation behind their establish- 
ment. We find that these motives have changed but little 
to the present day. Since the Elizabethan poor laws, gov- 
ernments have accepted responsibility for the medical care 
of the sick poor. From earliest times, churches have cared 
for the sick as the natural expression of their charitable 
mission. Later, as hospitals were accepted by others than 
the sick poor, a new type of institution developed —a_hos- 
pital, operated by and for the community. 

Actually, there is now little difference between church- 
operated and other voluntary hospitals. To a lesser extent, 
we also have the so-called proprietary hospital, conducted 
ostensibly for such financial profit as may be gained from 
its operation. In practice, therefore, there are three broad 
classifications of hospitals: the governmental, the voluntary 
non-profit, and the proprietary. The hospital pattern of the 
country has grown around this three-cornered framework, 
each of the three types meeting a special need. There are 
about 5,828 non-federal hospitals now in operation through- 
out the country of a quality sufficient to warrant registra- 
tion. These are divided as follows: 
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No 


Control H ospitals , 4 Beds 





1,172,581 
799,466 
322,707 

50,408 


All non-federal .. 100 

State.and local government.. 1,457 25.0 
Voluntary non-profit 50.7 
Proprietary 24.3 





Patients 


Average 
Admitted 


Control Census » 4 





11,342,091 100 
714,986 72.3 2,230,220 19.6 
241,245 24.4 7,959,670 70.2 

32,147 3-3 1,152,201 10.2 


All non-federal 988,378 100 


State and local government... . 
Voluntary non-profit 
Proprietary 

Hospitals operated by state and local governments con- 
stitute 25 per cent of the total, and handle about twenty 
per cent of the total patients treated; voluntary non-profit 
hospitals constitute about 51 per cent of the total and care 
for about 70 per cent of the patients; proprietary hospitals 





‘constitute about 24 per cent of the total with but ro per 


cent of patients. 

The proprietary hospitals are the least important, both 
in number and number of patients treated. While they have 
filled important community needs in many places, they are 
least able to meet the rapidly growing community respon- 
sibilities and are steadily decreasing in number. It is clear, 
therefore, that the public health responsibilities which may 
be placed on the hospitals, will be shared, for the most 
part, by the voluntary and governmental institutions. 

It may be helpful to the Committee in considering S. 191 
to anticipate the position of hospitals in the future public 
health structure. I refer, in this instance, to public health 
in its broadest sense. I believe that the hospitals now face 
a broader responsibility in their relation to ‘society than 
ever before. Acceptance of this broader responsibility in- 
volves new concepts and new philosophies. It is apparent 
that the leaders in the field are aware of this and stand 
ready to make the necessary adjustments. 


Cure and Prevention of Disease 

Hospitals in the past have been dedicated primarily, if 
not exclusively, to the treatment of disease. Relatively little 
thought has been given toeits prevention. I believe the gen- 
éral hospital of the future will have a much wider function 
and will have a much closer relationship to the whole prob- 
lem of national health. For example, in our social structure, 
certain obligations and duties have been assigned. Govern- 
ment, generally speaking, has assumed responsibility for 
the care of long and expensive types of illness, especially 
where these illnesses constitute a hazard to society such as 
tuberculosis, mental illness, and contagious disease. Also, 
to agencies of government has been delegated responsibility 
for the protection of the public health through the creation 
of a sanitary environment, protection against the spread 
of communicable disease, special care for children, for the 
aged. 

More recently, the concept of public health has expanded 
to include treatment of disease and disability in the indi- 
vidual. The voluntary agencies and hospitals have accepted 
the task of caring for those able to pay the cost of their 
care, plus those charity cases for which government could 
not, or would not, accept responsibility. As between each of 
these fields of endeavor, there has been overlapping of 
duties and often wasteful duplication. We have arrived at 
our present situation with little conscious planning. I feel 
that a great deal more integration of effort must now be 
brought about. While public and private fields of influence 
in health care will, no doubt, be retained, and I think de- 





sirably so, it becomes increasingly clear that there is no 
hard-and-fast dividing line. The voluntary hospitals, al- 
though private in organization, are at least quasi-public in 
function. Society has recognized this fact in giving them 
immunity from taxation. In other words, they are perform- 
ing a service which otherwise would have to be provided 
by government. Any national health program, therefore, 
should recognize and utilize to the fullest the large financial 
and human investment in voluntary hospitals. S. 191 pro- 
vides for such recognition and utilization. 


Progress in Public Health 

Earlier, Mr. Chairman, I discussed some of the public 
health progress made in recent years. This progress is ex- 
tremely gratifying but much remains to be done. Nor has 
this progress been uniform throughout the country. On the 
contrary, it has been somewhat spotty. Although the infant 
death rate averages forty (40.2°/) per thousand live births, 
in some states it is still more than double that figure; al- 
though in some states nearly all the babies are born in 
hospitals, in others, the rate is as low as twenty-one (21.5%) 
and a high percentage of the others are delivered by mid- 
wives; while a few states have hospital beds up to or above 
minimum standards, many are considerably sub-standard. 
Even in those states with an over-all adequate number of 
hospital beds, maldistribution leaves many communities 
poorly served. Altogether, there are about 1,200 or 40 per 
cent of all the counties in the nation without recognized 
hospital facilities. These counties contain more than 15,000,- 
ooo people. While not all these counties could support, nor 
should have, complete hospital facilities, there is little doubt 
but each of them could support, and should have some type 
of health center equipped perhaps with a few emergency 
beds, and especially with ordinary diagnostic facilities. 

Reasons for inadequate hospital facilities and for their 
inequitable distribution are not difficult to determine. In 
the first place, hospitals are expensive to build. In the sec- 
ond place, a good hospital requires a high concentration of 
professional skill. Both these requirements are found most 
abundantly in the wealthier states and in the metropolitan 
areas of all states. As we go farther away from these centers 
of concentration, hospital beds become fewer in number 
and almost invariably poorer in quality from the standpoint 
of professional service. This is due to the’ fact that the 
average small community cannot afford the services of the 
several types of specialists and expensive equipment re- 
quired for a complete medical and hospital service. 


Distribution of Physicians 
Only a part of the potential health value of a hospital 
lies in its service to bed patients. In the aggregate, perhaps, 
its value is even greater to the community at large. While 
only about eleven per cent of the population has occasion 
to be admitted to a hospital during any one year, many 
times that number require the services of a physician. The 
presence of hospital and diagnostic facilities possibly, more 
than any other factor, determines the distribution and pro- 
fessional skill of physicians. This fact is demonstrated in a 
rather striking manner by some studies recently carried out 
by my office.’ It was found that areas having an average 
Physician — Population Ratio 
166 per 100,000 
109 per 100,000 


86 per 100,000 
77 per 100,000 


"Bed — Population Ratio 
4-6 per 1000 
3.0 per 1000 
1.6 per 1000 
0.8 per 1000 


of 4.6 general hospital beds per 1000 population had, just 
prior to the war, 166 physicians for every 100,000 persons, 
while in areas where there was less than one hospital bed 
per 1000 persons, there were only 77 physicians for every 
100,000 of the population. It is estimated that a ratio of 
at least 100 physicians to each 100,000 persons is required 
to give reasonably adequate medical care. It is seen, there- 
fore, that, even before the war, communities with inadequate 
hospital facilities also had inadequate medical service. 

Moreover, this does not tell the whole story. Almost in- 
variably, in the communities with substandard hospital 
facilities, a large percentage of the doctors are in the upper- 
age brackets and, consequently, are less active. Young phy- 
sicians are trained in hospitals and they will not settle in 
communities lacking facilities essential to modern medical 
practice. 


Functions of Public Health Departments 

While public health properly embraces all medical sci- 
ence, it heretofore has been practiced primarily as the sci- 
ence of disease prevention. Early public health efforts were 
confined almost entirely to the enforcement of quarantine 
regulations and to the abatement of nuisances. For those 
duties, neither much skill nor much equipment was re- 
quired. As a result, the quality of public health personnel 
was poor and the quarters of the Health Department were 
almost invariably inthe least desirable public space avail- 
able. In the past 25 years, great changes have occurred in 
many aspects of public health; in others, very little. The 
quality of personnel has improved immeasurably. Public 
health is now a recognized specialty, based upon medical 
science, but utilizing many other highly technical skills. 
To augment the efforts of the health officer, there has been 
developed a highly trained corps of clinical specialists, 
public health nurses, dentists, sanitary engineers, entomol- 
ogists, and technicians. From quarantine and nuisance 
abatement, the accepted functions of public health officials 
have come to include such activities as protection of food, 
milk, and water supplies, immunization against contagious 
disease, well-baby clinics, detection and treatment of tuber- 
culosis and venereal disease, clinics on nutrition and on 
mental diseases. 

The technical progress of public health, while brilliant as 
a science, has, even more than hospitalization, been uneven 
in its application, although grant-in-aid funds, provided 
under the Social Security Act of 1935, have spread public 
health services more evenly throughout the nation. There 
are still many areas, however, in which many essential 
health services are non-existent. In fact, we have barely 
scratched the surface in affording modern health protection 
to the people of this country. S. 191 deals with one impor- 
tant aspect of this problem. One obstacle to public health 
progress is poor housing provided for our local health de- 
partments. Outside of some of the larger urban areas, 
modern or even reasonably adequate public health clinics, 
laboratories, and administrative offices are but rarely seen. 
Locations in court-house basements and discarded buildings 
is the rule rather than the exception. 

Largely, as a result of this condition alone, public health 
departments have not attained the community stature their 
importance warrants. Until this condition is relieved through 
the provision of modern health centers, improvement in our 
public health services will be retarded. 

In the foregoing, I have tried to outline in general terms 


MARCH, 1945 67 





some of the problems now facing the public and private 
health agencies. I am convinced that a first step toward a 
solution of most of these problems requires improved health 
facilities soundly planned and better distributed. 


New Facilities Needed 

In the depression years, funds for construction both from 
private philanthropic sources and from tax sources were 
sharply curtailed, and there was relatively little hospital 
construction. During the war years, construction has been 
even more sharply limited. As a result, we face the postwar 
period with a very large accumulated need. Upon this, we 
have superimposed a greater demand than ever before. I 
think we must plan now to meet these needs through a 
controlled, integrated expansion of our hospital and public 
health facilities. 

Last July, in my testimony before the Subcommittee, I 
outlined an integrated hospital system which would not 
only extend hospital and other health services to all parts 
of the country but would assure a high standard of pro- 
fessional service even in the smallest institutions. Admittedly, 
most of the elements of the plan were borrowed from 


leaders in the hospital field. Briefly, the plan I have in mind © 


is predicated upon four types of institutions: medical centers 
or base hospitals, district hospitals, rural hospitals and 
health ‘centers. 

The medical center, wherever possible, should be a teach- 
ing hospital of a university medical school. In addition to 
its usual hospital and basic teaching and research functions, 
this institution should make arrangements to furnish the 
most advanced diagnostic service to the other hospitals in its 
area. It should also be in a position to give refresher courses 
to practicing physicians and to offer consultative service to 
outlying district hospitals. 


The District Hospital 

The district hospital would be a typical, well organized 
general hospital of, perhaps, 200 to 500 beds, without the 
medical training and extensive research facilities of the 
medical center. It should be, in addition, the service nucleus 
upon which the surrounding rural hospitals and health 
centers would depend for much of their diagnostic, con- 
sultative, and complicated treatment services. These district 
hospitals would train intérns, residents, nurses, dietitians, 
and technicians — desirably by inter-arrangements with the 
medical center. Services of these personnel, moreover, might 
well be made available to the rural hospitals as a part of 
the training program. 


The Rural Hospital 

Rural hospitals would be mainly those of one hundred 
beds or smaller. Our present rural hospitals, by and large, 
have many handicaps to the giving of efficient care. Fre- 
quently, they are. too small and too poor to maintain many 
of the essential services such as X-ray, pathology, and clinical 
laboratories. Rarely do they have available the services of 
specialists. These hospitals need the help of the larger, 
better-equipped institutions. It is in rural communities, too, 
that many of the new facilities are required. In the rural 
hospitals, in particular, I think that a closer co-ordination 
of all health services is most essential. One properly de- 
signed building could well house both the hospital and the 
public health department to the mutual advantage of both. 
It might also, to advantage, furnish office space and 
diagnostic facilities for the rural physicians. 
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Health Centers 

Health centers, the fourth element in the plan, likewise 
may serve a dual purpose. Where hospital facilities are al- 
ready available, they would serve primarily for public 
health clinic, laboratory, and office spacé. They might also 
meet another pressing need. There are many small, rela- 
tively isolated communities in dire need of some type of 
hospital facility. These communities are too small either 
to finance or to maintain a fully organized and equipped 
hospital. A relatively inexpensive health center, with pos- 
sibly a few emergency beds, and with diagnostic and 
treatment facilities seems the only reasonable answer to this 
problem. 

Not Government Control 

From the above concept, it should be clear that I am 
not recommending a system of government-operated hos- 
pitals. On the contrary, what I am suggesting and what 
Senate Bill 191 would provide is that the federal govern- 
ment help the states to fill out the missing pieces in the 
present hospital pattern and that the hospitals continue to 
be under local government and voluntary management as 
they are now. Quite naturally, a completely integrated 
hospital system such as I have described is an objective to 
be accomplished by education, mutual agreement, voluntary 
effort, and such encouragement as government may be able 
to offer. 

Mr. Chairman, if time permits, I should like to give this 
Committee a rough idea of the magnitude of the problem 
of providing needed health facilities in this country. The 
first step contemplated under S. 191 is a complete survey 
of facilities within each of the states. Until this is done, we 
can have no very accurate picture of exactly where new 
facilities should be provided, and old ones replaced or 
modernized. In making estimates as to the size of the 
problem, it is necessary to adopt certain yardsticks. The 
estimates I shall give are based on what we believe to be 
the consensus of best opinion. They are by no means final 
or arbitrary totals. Better estimates ca be made in the light 
of experience, after the stafe surveys are completed and the 
construction program progresses. 

--As hospital insurance and other means of purchasing care 

become more widespread, there is every reason to believe 
that the demand for hospitalization will become more 
equalized. 

Based upon 4.5 general beds per 1000 people as a reason- 
able estimate, we find a deficit of 165,000 general beds.” 
In addition, it is estimated that 66,000 new beds are needed 
to replace obsolete facilities. 


A Long-Range Plan 
These figures represent a long-range goal, to be ap- 
proached gradually, not the number to be constructed now 
or even in the immediate future. Those needed now, and the 
places in which they are needed, can be determined ac- 
curately only after field surveys have been carried out. 
It is estimated that 59,550 new beds are required for 


"This estimate was reached through a study of data published in 
the Journal of the American Medical Association, Vol. 121, No. 13, 
March 27, 1933. Estimates of replacement needs were based on the 
arbitrary assumption that at least 25 per cent of existing facilities are 
obsolete and should be replaced in areas having less than 4.5 beds 
per 1000 population. The estimates given to the subcommittee were 
based on a ratio of 4.5 beds per 1000 for persons in cities of 10,000 
and over, and 3. per 1000 for smaller towns and rural areas. Because 
of the rapidly growing use of hospitals, present estimates are based 
on 4.5 beds for all the population as the probable ultimate need. 





tuberculosis institutions, and, in addition, has been found 
that approximately 16,000 beds are needed to replace ob- 
solete facilities.’ I should recommend that these be provided 
as soon as Circumstances permit. 

We find a need for 175,556 new beds in nervous and 
mental institutions and of 97,000 additional beds for re- 
placement of obsolete facilities. In connection with this 
need, it should be noted that more than one half of the 
patients in all non-federal hospitals today are being treated 
for some type of nervous or mental disease. 

Pending completion of detailed surveys, our estimates of 
need for new health centers also must remain quite tenta- 
tive. Many of those centers, no doubt, would be incorporated 
in new hospitals — particularly in rural hospitals — and the 
number required would be influenced to a great extent 
by their ultimate function. It is our belief that a minimum 
of 2,700 health centers are needed to bring basic public 
health services within reach of all of our people residing 
outside of the metropolitan areas. 

Recapitulation 


General Hospital beds (new). ... 
General Hospital beds (replacement) 


165,000 
66,000 


231,000 


Tuberculosis beds (new). . 
Tuberculosis beds (replacement) 


59,550 
16,000 


75550 


*This estimate for new beds is made on the basis of 2.5 beds per 
annual death from tuberculosis as recommended by the Sanitorium 
Standards Committee of the National Tuberculosis Association. 
Previous estimates to the Subcommittee were based on the old standard 
of two beds per annual death. 

“This estimate is based on what is considered a very low minimum 
requirement of 5 beds per 1000 persons. 


115,556 
97,000 


Nervous and mental beds (new) 
Nervous and mental beds (replacement) 


212,556 


Health centers. . 2,714 

In Summary, Mr. Chairman, your Committee is consider- 
ing a bill which represents an important first step in the 
evolution of a National Health Program. The provisions of 
this bill would go far toward making adequate health serv- 
ices available to all our people. In order that these services 
may be fully integrated and their maximum benefits realized, 
surveys of need for general and special hospitals would be 
made by competent experts in each state. These surveys 
would precede the drafting of master plans. New hospitals 
would be located and built in conformity with the master 
plan in each state and would be architecturally sound and 
functionally adequate. , 

General hospitals, constituting service foci for the more 
equitable distribution of medical services, should be related 
administratively both to the large medical centers in the 
state and to the near-by smallef hospitals and health centers. 
Additional hospitals should be built for persons suffering 
from tuberculosis and mental diseases. Far better provision 
should be made for the care of chronic, convalescent, and 
cancer patients. Finally, obsolete hospital structures should 
be replaced by modern, functional buildings. These services 
and facilities should be provided through the familiar pat- 
tern of grants to the states, varied in proportion to need. 

Hospitals of all types, diagnostic centers, health centers, 
and other health facilities should be planned, built, and 
operated solely for the purpose of insuring to every citizen 
the maximum benefits from all that medical science has to 
offer. 


Statement by Dr. Donald C. Smelzer* 


I AM appearing before you as President of the American 
Hospital Association, an organization representing the 
majority of the non-federal hospitals in this country. 

The American Hospital Association is in favor of Senate 
Bill 191 providing for hospital surveys and construction. 
We hope that the members of this committee, after careful 
consideration of the program outlined in this Bill, will give 
it their support. 

As background for my testimony the Committee may 
wish to know more of the American Hospital Association. 
This Association in existence for forty-five years has played 
no small part in development of hospitals as we know them 
today. To understand our interest in this Bill requires some 
knowledge of the activities of the Association which was 
organized with but one purpose, namely, the development 
of better hospital service for the people of this country. The 
Association has been concerned for the period of its exist- 
ence not only in exchange of information which would 
permit technical improvement in the quality of hospital 
care, but also in the development of a program which 
might make hospital care available to all of our citizens. 

You, I am sure, are familiar with the insistent demand 
by the public that hospital service be available to all and 
that payment for hospital and medical care interfere as 
little as possible with such availability. Those of us who 


“President of the American Hospital Association. Statement to the 
Committee on Education and Labor, United States Senate, February 
26, 1945. 


are concerned with hospital and medical care realize that 
there is this insistence and take no small pride that the 
quality of care has developed to its present high point 
which is the motivating force leading to this demand by 
the public. 

I am sure you realize that it is not a simple matter to 
take care of sick people. Rendering such care needs all the 
efficiency present in the best in industry superimposed on 
the highest type of professional skill and training and all 
of this: against a background of personal service which 
must be on a level compatible with the standards dictated 
by our finest humanitarian instincts. Developments in the 
field of hospital and medical care must proceed in an 
orderly fashion. Our desire to extend the benefits of the 
present high quality of service if leading to hastily con- 
ceived plans could lower the quality of that service or of 
equal importance prevent continued improvement in quality. 

The American Hospital Association then represents 
through Institutional memberships a larger number of hos- 
pitals in this country. A roster of the members of the 
boards of trustees of these hospitals and the religious who 
administer and guide the policies of the hospitals operated 
by the various churches would indeed be a “Who’s Who” 
of the public-spirited citizens of this country. I hope that 
this background will lead you to realize that we come be- 
fore this Committee not with selfish motives — our history 
and our organization deny any such motivation. We are 
here with a sincere desire to present to you arguments for 
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what is a major step in federal assistance towards advancing 
the aims of our Association, namely, better hospital care 
for the people. 

A Beginning 

We believe that the steps provided in this legislation are 
a necessary preliminary in the better distribution of hospital 
and medical care. I am also frank to say that it is our hope 
this step will be followed by first, a more adequate pro- 
vision of hospital and professional care for the medically 
indigent, those now unable to pay for such care, and sec- 
ond, a thoroughly active and aggressive support by the gov- 
ernment of voluntary prepayment hospital and medical 
plans. 

The American Hospital Association supports this legisla- 
tion as it has supported other needed steps for improvement 
in our field. As an example, hospitals as an organized group 
developed hospital prepayment plans. These plans, working 
under the approval of the American Hospital Association 
and known as Blue Cross Plans, now protect more than 
16,500,000 of our populatién. This is decidedly the most 
practical and effective step in hospital care which has taken 
place in recent years and on a voluntary basis sponsored 
by public-spirited citizens through their hospitals. The Asso- 
ciation’s activity in this regard is indicative of our previous 
interest in the improvement in the distribution of hospital 
care. 

Research Provisions 

We support Senate Bill 191 not only because it provides 
for assistance in the construction of hospital facilities but 
because we believe the proposed grants of federal funds 
for that purpose will be the incentive for hospital and 
medical leaders and the general public to inventory present 
resources in each state and to develop as is required in this 
legislation an integrated program which will provide ade- 
quate hospital care for every citizen of each state. 

Every state under this Bill will, through its survey and 
planning, be required to face squarely the present deficien- 
cies in its hospital system and the distribution of medical 
service and plan’ those factors in that state which require 
attention if an ideal program is to be developed. I cannot 
too strongly recommend to you the value of such a study 
in our evolution of a better health system. It occurs to me 
that it is the way by which we make progress — the federal 
government furnishing the incentive, the technical skill and 
guidance, the state on its own initiative benefiting from 
such a system in proportion to the readiness of that state 
to adapt these aids to its own problems. The survey fea- 
tures of this Bill will be extremely valuable as educational 
devices for the professional workers and for the public. 

In support of the general remarks which I have made 
I would like to emphasize certain aspects of Senate Bill 191 
which I believe are particularly important and advance the 
airns of this legislation. 


Division of Authority 

As with all federal legislation, consideration must be 
given as to the division of authority between federal and 
state government. Senate Bill 191 seems to present a very 
sensible division in view of the need for local participation 
and understanding of the aims of the legislation and for 
some standardization of methods and supervision to insure 
the utilization of federal funds in accordance with the pur- 
poses outlined in the Bill. Hospital and medical care is a 
personal service. Many of the faults in our present system 
come through the lack of an integrated plan for the dis- 
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tribution of these personal services in such a fashion that 
they may be available to all of the people. On the other 
hand, such distribution to be successful must have the full 
support of the individual rendering the personal service. 

Support of those who must render service can best be 
secured by placing responsibility on local groups. This per- 
mits understanding by individuals concerned and makes 
possible plans which take into consideration the particular 
problems of various areas. 

The state seems the logical political subdivision. It is 
sufficiently large to permit the development of a plan which 
will utilize the professional and physical resources of urban 
areas to support adequate programs of care for rural areas. 
It is, of course, hoped that when this Bill becomes a law 
state funds will be used to supplement federal assistance in 
meeting the needs developed by the survey. There is, of 
course, also a need for funds for the operation of hospitals 
which is at least in part now assumed by the states. Support 
for the operation of hospitals might well be accomplished 
by the assumption of full responsibility for meeting the 
cost and care for indigent patients by the states and through 
federal grants-in-aid. 

The most underprivileged groups of the population are 
these with subsistence at such a low level as to qualify 
them as socially and medically indigent. Hospital and 
medical care from their own funds for these groups and 
for certain of the less productive rural areas must come 
from support through public funds. 


State Advisory Council 

The state survey which under the terms of this act insures 
participation by a State Advisory Council representing “non- 
government organizations or groups and of state agencies 
concerned with the operation, construction or utilization of 
hospitals” permits those concerned with the operation of 
hospitals and representatives of the public in each state to 
consult and advise with the state agency in inventorying 
present resources in each state and, of even more impor- 
tance, in drafting a program which will integrate these 
resources with facilities to be constructed with federal 
assistance to form an over-all program for care for all citi- 


zens of each state. 


Federal Advisory Council 

Federal standardization is needed to assist states in pre- 
paring an over-all program. This is provided in Senate Bill 
191, the authority being centered in the United States Public 
Health Service, the logical federal agency to advise on all 
professional matters in a proper plan for hospital care for 
the citizens of our country. The United States Public Health 
Service under this act, will assist the states by serving as a 
clearing house for information developed in all states. With 
the benefit of the experience in each of the states the Sur- 
geon General will, with the approval of the Federal Ad- 
visory Council, formulate minimum standards which a 
state must meet in order to secure’ federal participation. 
This is the assurance that the state plan adequately meets 
the purpose as stated in this Bill “to develop programs for 
construction of such public and other nonprofit hospitals 
as will, in conjunction with existing facilities, afford the 
necessary physical facilities for furnishing adequate hospital, 
clinic, and similar services to all of the people.” 

Undoubtedly, the survey in each state will determine a 
need for facilities far in excess of the amount authorized 
for appropriation under this Bill during the first year. The 
Bill provides that a state plan for meeting the purpose 





outlined in this Bill must order the profects contemplated 
in the plan on the basis of need, federal funds being 
allotted by the state administrative agencies in accordance 
with this ordering of need which must also be approved 
by the Surgeon General and Federal Advisory Council. 
There is then assurance under this Bill that federal con- 
struction will be on the basis of an over-all pattern and 
that any federal appropriation will be devoted to the most 
pressing needs within each state. 


Standardization Needed 

Without such federal standardization there is no assur- 
ance that federal money will be spent in accordance with 
the policies outlined in this Bill. The proposed responsi- 
bilities of the Surgeon General are of necessity great. How- 
ever, the Bill very sensibly insures protection against arbi- 
trary judgment by the Surgeon General and for participa- 
tion by those experienced in administering health programs 
by creating a strong Federal Advisory Council. 

The federal Advisory Council which will be responsible 
for advising, particularly on technical matters, is to be a 
small council of eight members “who are outstanding in 
fields pertaining to hospital and health activities, and a 
majority of them shall be authorities in matters relating to 
the operation ef hospitals.” The state Advisory Councils, 
as provided under this Bill, will be representatives of pro- 
fessional groups and of the general public while the Federal 
Council largely concerned with technical matters, will be 
primarily composed of persons with the experience needed 
to assist in these technical judgments. The abilities of the 
Federal Advisory Council will be an important factor in 
determining the success of this whole program. The Bill 
states the qualifications of those appointed to this council. 
In order that such a program have the support of hospital 
boards of trustees, administrators, and the medical profes- 
sion, it is important that those appointed be representative 
of these groups. The wording of the second sentence of 
section 633, page 14, beginning on line 23 will I am sure, 
be carefully considered by the committee. The wording 
might be strengthened were this sentence to read: 


“The eight appointed members shall be persons who are out- 
standing in and representative of fields pertaining to hospital, public 
health, and medical care activities, and a majority of them shall be 
authorities in matters relating to the operation of hospitals.” 

This Bill will provide an opportunity to formulate a 
health program for the country based on adequate and de- 
tailed information as to the problem. There will be discus- 
sion and disagreement between various interests in the de- 
velopment of such over-all plans. The strong Federal Ad- 
visory Council will protect the Surgeon General from undue 
pressure and permit him to utilize this Advisory Council 
as support for objective judgment on the professional mat- 
ters which will come to him for decision. 


Allotments for Construction 

This Bill provides for the allotment of funds for construc- 
tion to the states on the basis of three factors: (a) the 
population, (4) financial need of the respective states, and 
(c) in the case of allotments for construction of hospitals, 
the relative need for such construction. The allotment hav- 
ing been determined, the state matches federal funds on a 
percentage basis, varying between 25 per cent by the poorest 
states and 75 per cent by the wealthiest state. The variation 
within the range of these percentages is determined for the 
several states on the basis of their relative financial need 


which we understand is a mathematically measurable 
factor. 

The hospital facility needs of certain of the states are 
such that in some states there might be argument for a 
direct federal grant without state participation. However, 
we believe that the interest of local groups should be dem- 
onstrated, even in the poorest state, by a matching of at 
least 25 per cent. Health facilities to be of value to the 
population must have local support and interest. A 25-per- 
cent financial participation with the federal grant seems 
the minimum which should be required. On the other 
hand, the wealthier states are regularly investing substantial 
sums in hospital facilities and a participation of 75 per cent 
does not seem unreasonable. The federal granting of 25 
per cent to these states should be a marked incentive for 
even the wealthiest state to prepare an over-all program 
which will insure the necessary physical facilities for furn- 
ishing services to all the people. It is of interest to note 
that the Bill provides that in evaluating the three factors 
in the basic allotment to states the final plan for allotment 
shall have the approval of the Federal Advisory Council 
and, if possible, the approval of the administrative officers 
of the state agencies. This follows the pattern developed 
by the United States Public Service Act in so far as ap- 
proval of state agencies is.concerned as it now operates 
with excellent results in grants of Federal funds for public 
health purposes to the states. 


Aids to Voluntary Hospitals 

This committee is undoubtedly familiar with the back- 
ground of the nonprofit community hospital. Organized by 
the citizens of the community, these hospitals now render 
a major portion of the general hospital care to the citizens 
of this country. Many of these voluntary hospitals are op- 
erated by the various churches. Their organization and 
support results from the finest attitudes in our society. 
Private charity through these organizations endeavors to 
assist in the healing of all members of society. This Bill 
provides that federal funds may be granted to nonprofit 
hospitals and to hospitals owned and operated by subdivi- 
sions of government. The voluntary hospitals of this coun- 
try have played a dominant role in developing improve- 
ments in hospital methods and in raising the quality of 
hospital care for the people of this country. Public hospitals 
are needed, particularly for the care of mental patients and 
the tuberculous. However, it is fortunate that in legislation 
with the broad aims indicated in this bill, provision is made 
for maintaining the best in our present system of hospital 
service by making possible grants to both nonprofit and 
governmental hospitals, 

The Bill by its definition makes eligible for grants not 
only general hospitals but mental and tuberculosis hospitals 
and health centers. All of these institutions are important 
in the formulation of a state plan for necessary hospital 
service for all the people. 

This country has not yet fully formulated a proper pat- 
tern for the integration of health facilities. However, the 
health centers as provided in this Bill are of particular im- 
portance. The rural areas of this country are, in many in- 
stances, the most underprivileged in so far as hospital care 
is concerned. There is no possibility of providing closely 
adjacent to every rural resident a hospital which will have 
all the diagnostic and treatment facilities needed for every 
disease. In these areas often the only hope for proper care 
is the health center having a limited number of beds for 
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emergency care and for minor illness, such a unit also 
functioning as a center for the public health activities in 
the community, a center for the health officer, and the 
public health nurses. Depending on larger hospitals for the 
transfer of patients needing more complicated equipment 
and more highly skilled professional service, such health 
centers will also be dependent on these larger centers for 
assistance in professional supervision, particularly in diag- 
nostic services such as roentgenology and pathology. 


. Regarding Maintenance 

While this Bill makes no provision for maintenance of 
hospitals from federal funds, we believe that this omission 
is sound. To include such a provision ‘so complicates the 
program that the initial steps which this Bill aims to meet 
would be unduly delayed. Of first importance is the survey 
of need and development of facilities where adequate com- 
munity support is fairly assured, followed by government 
assistance for the medically indigent which will insure 
adequate community support. 

Blue Cross prepayment hospital insurance is doing much 
to insure adequate resources for the maintenance of hospi- 
tals. This prepayment program for hospital care is increas- 
ingly available and being utilized in rural areas. Many 
states already make provision for meeting the cost of hos- 
pital care for public indigent patients. The American Hos- 
pital Association believes that in addition to the provision 
of facilities as contemplated in this Bill there should be 
federal legislation providing grants-in-aid to states to insure 
hospital and medical care for indigents. Certainly the federal 
government and the states with the demand by the public 
for adequate hospital service will make provision for the 


financing of hospital service by public assistance where such 
assistance is needed for those unable to pay for the cost 
of their own care. 

A Good Bill 

We then believe that Senate Bill 191 warrants the con- © 
sideration and approval of this committee and the Federal 
Congress. We believe it to be the most progressive type of 
legislation and eminently practical. There has been much 
talk of improvement in the field of health services with 
little knowledge of the true needs in this field. We grant 
that there are serious lacks in the present system of hospital 
service, and we believe that this proposed legislation pro- 
viding for careful study of needs is the first step towards 
improvement. 

We realize that the total need as determined by state 
surveys may indicate the advisability of large investment 
by the federal government and the public. We believe this 
investment in so far as the federal government is concerned 
should be carefully geared to the need for a public works 
program. The people of this country are firmly convinced 
that capital improvements in health under a public works 
program are among the best investments which can be 
made by the federal government. However, such an invest- 
ment made on a hit-and-miss basis without an over-all pro- 
gram can be a waste of public funds. 

This bill establishes authority in the United States Public 
Health Service and insures that federal funds be allocated 
among the states in proportion to the need for health re- 
sources. Its passage will in our opinion be an excellent step 
forward by the Federal Congress toward solving the per- 
plexing problem of supplying adequate hospital, health 
services and medical care to all of the people. 


Statement by The Reverend John G. Martin* 


GENTLEMEN: 

Your invitation to speak concerning the health of our 
people is greatly appreciated. I appear as a member of the 
Joint Committee of the three national hospital bodies — the 
American, the Catholic, and the Protestant Hospital Asso- 
ciations. Last year I was president of the American Protes- 
tant Hospital Association. I am also the superintendent of 
the Hospital of Saint Barnabas for Women and Children, 
of Newark, New Jersey, a voluntary hospital of the Episcopal 
Church. 

Improve Existing Facilities 

If we are to achieve better health for all people, it stands 
to reason that its accomplishment will require the careful 
guidance of expert groups and individuals. Moreover, it is 
sound judgment to build upon foundations already laid 
and proved to have been strong and durable. We are en- 
couraged to follow the typically American customs and 
methods because of their success in the past. Our nation is 
in the forefront in all the world in its provision for good 
health. Cooperation between governmental and voluntary 
groups has brought about a condition which is very satis- 
factory to all concerned. Yet there is room for improvement. 
Existing facilities need to be extended to accommodate a 
greater proportion of our population and additional insti- 
tutions should be provided in districts not yet adequately 


*Past President, American Protestant Hospital Association. Superin- 
tendent, Hospital of St. Barnabas for Women and Children, Newark, 
N. J. Statement to the Committee on Education and Labor, United 
States Senate, February 26, 1945. 
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covered, The question of how to accomplish the improve- 
ments is one which has been studied by hospital groups for 
several years. 

The hospital associatiorfs include in their membership 
representatives of all types and sizes of hospitals and 
spread over the entire length and breadth of the nation. 
Committees and councils have been organized and studies 
have been made concerning all phases of hospital construc- 
tion and operation and extending to the needs and require- 
ments of all people regardless of their status of race, creed, 
color, or financial condition. In all the studies of these 
groups high ideals have characterized their work. The 
motives underlying their activities, with concern for the 
health needs of all classes, are significant for their uni- 
versal acceptance as well as fidelity of performance. 

We come to you, then, as representatives of authority 
of no mean order. The personnel of our study groups are 
made up of men and women of vast experience and edu- 
cation and they have devoted their lives to the ideals and 
principles of the healing arts. The combined wisdom of 
such authorities encourages us to make recommendations 
which we believe to be sound and in every respect beneficial 
to the health of the nation. 


Significant Figures 
Our analysis indicates that in 1943 there were 1,649,254 
hospital beds of all types available in the country and that 
to these beds were admitted during that year 15,374,698 
patients. These hospital beds represented an investment of 





between five and six billion dollars and yearly expenditures 
for maintenance, supplies, and personnel are in excess of one 
billion dollars. The financial aspects of hospital operation 
may, therefore, be seen to be of significant proportion. 

Through recent years there has been a steadily increasing 
demand for hospital care. This trend has undoubtedly in- 
creased in proportion with the ability of people to pay for 
care, being particularly accelerated during the past three 
years. However, this increase has a more basic causative 
factor, namely, the importance of adequate medical and 
hospital care in time of illness. Recent developments in the 
science of medicine and the need for the diagnostic and 
therapeutic facilities available only in a hospital have 
yielded such remarkable results in ameliorating many ill- 
nesses that people as a whole realize that in time of illness 
hospital care must be readily available. 


Present Increase Permanent 

Increased utilization of hospital beds, then, is not, in the 
opinion of our Associations, a temporary result of increased 
financial resources in the hands of the general population, 
but rather a measure of increased service which can be 
rendered to people in time of illness. A recent questionnaire 
answered by 300 typical hospitals indicates that the number 
of people being treated in those hospitals is approximately 
30 per cent greater than was true in 1940. 

Results of this questionnaire indicate certain other prob- 
lems now facing hospitals. In addition to increased occu- 
pancy a number of hospitals have found it necessary to 
close beds because of the shortage of personnel. Trained 
physicians, nurses, and technical workers have been needed 
by the armed services in large numbers. Probably no other 
group from the civilian population has been needed and 
secured in so great a proportion. As a result civilian hos- 
pitals have not found it easy to maintain standards of care 
for the civilian population. 

Because of the charitable background of most hospitals, 
the resources available have been limited. In many instances 
hospital personnel have not been paid in proportion to 
equally demanding work in other pursuits. As a result many 
of the unskilled workers in hospitals have left for more 
lucrative employment. An effort has been made to increase 
the level of payment by hospitals, but the increase has not 
been sufficient to prevent this exodus. There has, therefore, 
been a shortage not only of physicians, nurses, and tech- 
nicians, but also unskilled workers who might be trained in 
an emergency to assist the remaining trained hospital work- 
ers. However, it will be noticed that in spite of these handi- 
caps the hospitals are accommodating a greatly increased 
number of patients. 

The American Hospital Association has been actively 
concerned in assisting hospitals to maintain standards dur- 
ing the present emergency. However, the Association has 
also been endeavoring to plan for the postwar period. The 
following statement, approved by the Board of Trustees 
and the House of Delegates of the Association, presents in 
very abbreviated form the present thinking of the Associa- 
tion in regard to hospital functions, responsibilities, and a 
suggested program for future action. . 


A Statement of the American Hospital Association 
in Regard to Hospital Care 
The American Hospital Association must continue to 
promote the best possible hospital care for the American 
people and to assist in making such care available to all. 


Therefore, the American Hospital Association presents the 
following statement of policy regarding hospital care: 

I. Ideals of the American Hospital System. 

a) To render the best possible hospital care. 

6) To make hospital care readily available in all areas 
and to all people. 

c) To improve constantly standards of hospital care. 

II. The Hospital’s Responsibility as a Community Health 
Center. 

a) Care of the sick — provision of the latest diagnostic 
and therapeutic services. 

b) Education — Physicians, nurses, personnel, and public. 

c) Research — Medical care and hospital management. 

d) Participation in a program of preventive medicine. 

III. Present Program of the American Hospital Asso- 
ciation. 

a) Preservation of the values of the voluntary hospital 
system. 

5) Local, county, state, and federal government aid for 
the care of the indigent with emphasis on local participation. 

c) Government aid for public and voluntary hospital 
construction upon evidence of unmet need. 

d) Extension of voluntary budgeting for the cost of 
medical and hospital care. 

e) Extension of inter-hospital co-ordination and coopera- 
tion both urban and rural. 

The American Hospital Association realizes that the exist- 
ing hospital system does not fulfill completely and perfectly 
the hospital needs of the American people. It urges that 
every hospital be alert to the needs of its community. It 
further recommends a careful analysis of existing deficien- 
cies and urges action to meet them progressively. 

The American Hospital Association urges that as a 
program is developed for the realization of universal avail- 
ability of hospital care the following factors be borne in 
mind: 

1. That it be based upon evidence of unmet needs which 
the changes will fulfill. 

2. That it be convenient and economical, utilizing to 
the greatest possible degree existing resources, motives, and 
organizations. 

3. That consideration be given to all other factors which 
affect individual and public health. 

4. That the program of evolution attack the most press- 
ing problems. 

The American Hospital Association warns against de- 


‘cisions based primarily upon administrative &pediency and 


therefore believes that as in other forms of human endeavor 
continued improvements can and will be made in hospital 
service for the American people. In all these matters, so 
vitally affecting the well-being of the population, great 
caution should be taken at the same time to preserve Ameri- 
can tradition and the spirit of individual initiative and 
enterprise. 

At the meeting of the American Hospital Association 
held in Buffalo in 1943 it was decided to recommend to 
the Congress certain actions by the federal government 
including the following: 

1. Grants-in-aid to states to assist in providing hospital 
care for beneficiaries of public assistance, and other medically 
indigent members of the population. 

2. Grants-in-aid to states for hospital construction in 
areas requiring such assistance because of generally low 
incomes or critical shifts in population. 

The basic problem requiring a solution is, in addition to 


MARCH, 1945 73 





maintaining a continually improving quality ot hospital 
care, a more ready availability of such care to every citizen 
of the country. 

The second problem of better distribution involves pro- 
vision of more adequate hospital facilities and a better dis- 
tribution of physicians, nurses, and technical hospital per- 
sonnel. The areas not having such resources in adequate 
numbers are largely those where the income level has been 
such as to prevent the population meeting the cost of hos- 
pital and medical care. 

Financial resources available to those now unable to 
afford adequate medical and hospital care will under normal 
processes lead to a better distribution of physicians and 
hospitals in those areas which are now inadequately served. 
However, in order to facilitate that distribution, the Asso- 
ciation has recommended grants-in-aid to states for hospital 
construction. A general description of such a program 
follows: 

The purpose of the proposed program is to facilitate the 
construction of public and voluntary non- -profit hospital 
and health-center facilities so as to equalize, in relation to 
population, the distribution of such facilities throughout the 
states and territories. The program would provide federal 
grants to the states for the construction of needed general 
hospitals, tuberculosis hospitals, mental hospitals, public 
health centers, and corollary facilities related to each of 
these categories. At the federal level, the program would be 
administered by the U. S. Public Health Service. 

While one of the primary aims of the program would 
be to facilitate construction of hospital and health-center 
facilities where needed, an equally important objective 
would be encouragement of and assistance to the states to 
inventory existing hospital and health department insti- 
tutions, to block out reasonable service districts around the 
institutions strong enough in facilities and staff to serve 
as teaching and clinical centers, to co-ordinate existing insti- 
tutions so as to obtain maximum utilization, and to plan 
construction so that existing institutions together with the 
facilities to be constructed would provide a co-ordinated 
hospital and health center system. 

In the general hospital category, both public and private 


non-profit hospitals would enter into the state’s program so 


as to share in federal fund aid. In the remaining categories 
(tuberculosis hospitals, mental hospitals, and health centers; 
that is, public health department facilities) only publicly 
owned and controlled projects would benefit from federal 
funds. . 

Illustrative of corollary facilities which would be eligible 
for federal aid would be nurses’ home or training facilities, 
out-patient and laboratory facilities in connection with 
hospitals, laboratories and clinics in connection with state 
or local health departments. 

The construction which might be aided financially from 
federal funds under this program would include the build- 
ing of new structures, or the extension, remodeling, or 
alteration of existing structures, including equipment. There 
would be no federal participation in the cost of land. 

Federal grants-in-aid would be made for (1) surveys of 
need for and the programming of additional facilities, (2) 
construction of eligible projects in accordance with the 
approved state distribution plan, and (3) for certain ad- 
ministrative expense. 
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Both the surveys of need and the programming of new 
construction would be the responsibility of the state. 
Separate submittals would be made by the state as bases 
for the allocation of federal funds for (1) surveys, and (2) 
construction. 

In so far as surveys of need and the planning of con- 
struction are concerned, this program would go into effect 
immediately upon official sanction of the program. No 
construction, however, would be started prior to the Presi- 
dent’s declaration that the war emergency was ended. 

Any definition of need would have to be sufficiently 
elastic to be adapted to a large number of varied situations. 
In connection with hospital facilities, past occupancy and 
the ability of existing institutions in the area to meet all 
needs for service, together with the condition of their physi- 
cal plant would constitute a more significant index of need 
than any standard of so many beds per thousand population. 
Some concrete criteria, however, would be established for 
use as general guides. 

The program would include, in addition to the 48 states, 
the District of Columbia, Alaska, Hawaii, and Puerto 
Rico, contingent upon the choice of the individual jurisdic 
tions to submit acceptable state plans. Hospital construction 
assisted by federal funds should be correlated with civilian 
needs. In areas now having adequate hospital facilities plans 
should be made for the hospitalization of veterans in com 
munity hospitals, particularly for acute illnesses. Plans 
for federal hospital construction should provide better dis 
tribution of hospital facilities throughout the country. 

It is the considered judgment of the officials of our 
Hospital Associations that passage of this bill will establish 
a program of vast improvements for the health of the 


nation. 
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Statement by Dr. R. L. Sensenich* 


GENTLEMEN: 

On behalf of the American Medical Association, I wish 
to express my appreciation for this opportunity to appear 
before you to present the views of the Board. of Trustees 
of the American Medical Association on Senate Bill S. 191. 
The facilities of the American Medical Association are at 
your disposal in the efforts to obtain a solution of the prob- 
lem of providing adequate hospital facilities of a high 
quality for all the people of this country. 


A.M.A. Approves 

The Board of Trustees of the American Medical Asso- 
ciation has given careful consideration to the provisions of 
the “Hospital Construction Act” in the light of the Platform 
of the Association. The Board, at a recent meeting, took 
action to the effect that so far as its general policies are 
concerned the Hill-Burton bill is within the platform of 
the American Medical Association; that while there are 
certain modifications that would better define some of its 
provisions and render the bill more effective, nevertheless 
it is the feeling of the Board that the bill in general should 
receive the support of the American Medical Association. 

If I may-have your permission, I should like to distribute 
a copy of the Platform of the American Medical Associa- 
tion to each member of the Committee and also to include 
a copy in the record of these hearings. The authors of the 
bill, and their advisers, are to be congratulated on the basic 
soundness of their approach. 

The Platform of the American Medical Association with 
regard to the extension of medical care includes the recom- 
mendations that funds allotted by Congress “for the pre- 
vention of disease, the promotion of health, and the care 
of the sick” should be based on “local determination of 
needs and local control of administration.” 

In this bill there has been full recognition of the fact that 
conditions relating to health and hospital problems vary 
tremendously in the different parts of the country. A hos- 


pital construction plan for a populous, highly urbanized . 


eastern state may be utterly unsuited to a sparsely populated 
state of the Rocky Mountain area. Neither of these may be 
adaptable to a prosperous corn-hog farm state or an eco- 
nomically ill-favored tenant-farmer state. The Hill-Burton 
bill appears to provide a maximum of flexible adaptation 
to local conditions; with a minimum of undesirable uni- 
formity and regimentation. 


Changes Suggested 

Should this bill be enacted into law, its successful opera- 
tion will depend in large measure upon the constitution, 
competence, wisdom, and prerogatives of the Federal Ad- 
visory Council. The extent to which there is general ap- 
proval and support of the objectives of the bill will be 
determined by these appointments. It might be desirable 
to consider a rewording of the provisions for these appoint- 
ments, so that lines 24 and 25 on page 14, and lines 1 and 
2 on page 15 might read: 

“eight appointed members shall be persons who are representative 

outstanding authorities in fields pertaining to hospitals, public health 

and medical care activities, and a majority of them shall be repre- 


sentative authorities in matters relating to the operation of hospi- 
tals. The first term of four of the... 


*Member of Board of Trustees, American Medical Association. State- 
ment to the Committee on Education and Labor, United States Senate, 
February 28, 1945. 


The role of the Federal Advisory Council and its rela- 
tionship to the administrative activities of the Surgeon 
General of the Public Health Service are not entirely clear. 
The provisions of the bill seem sound in the case of the 
standards for state surveys of hospital facilities, calling for 
(page 3, lines 12, 13, and 14) “standards prescribed by the 
Surgeon General with the approval of the Federal Advisory 
Council” (italics not in bill) and in the provision (page 16, 
lines 19, 20, 21 and 22) requiring that “all regulations and 
amendments thereto with respect to grants to States .. . 
shall be promulgated only upon recommendation (italics 
not in bill) of the Federal Advisory Council. . . . ” Another 
desirable provision is that (page 15, lines 20, 21 and 22) 
“upon request by three or more members (of the Federal 
Advisory Council) it shall be the duty of the Surgeon 
General to call a meeting of the Council.” 


Clarification Needed 

On the other hand, there are certain provisions of the 
bill in which the prerogatives and responsibilities of the 
Federal Advisory Council are less clearly defined. For 
example, with regard to “Approval of Projects and Pay- 
ments for Construction” (page 9), the Federal Advisory 
Council is not mentioned in the statement (lines 16, 17, 18 
and 19) “The Surgeon General . . . shall determine whether 
or not to approve such a project.” And again (page 11, 
lines 21, 22 and 23) it is stated that “The Surgeon General 
shall from time to time estimate the sum to which each 
State will be entitled under this section. . . . ” 

There are other instances elsewhere in the bill in which 
it is not clear whether the decisions of the Federal Advisory 
Council are mandatory or merely advisory, and whether 
important decisions may be made by the Surgeon General 
himself. It would appear sound to vest a maximum of 
authority in a well selected Advisory Council which will 
collaborate with the Surgeon General, who in turn is the 
administrator of the Council’s policies. 

The definition of the “public health center” (page 13) 
might well be further clarified. Perhaps lines 6, 7 and 8 
should be reworded as follows: 

“(d) the term ‘public health center’ means a publicly owned 
facility for the provision of public health services as well as such 
medical care as State surveys indicate to be absent and needed, 


including related facilities . . . ” 


” 


Obviously, the exact nature of the “public health centers 
cannot be sharply defined in advance, since these represent 
experimental projects. Presumably they will vary in consti- 
tution and function, from state to state. Experimentation 
in the establishment of such units is highly desirable and 
they should be adjusted to local needs. 

It is noted in the bill that while a State Advisory Council 
is provided under Section 612 with reference to the prepara- 
tion of a state plan, no State Advisory Council is provided 
in the selection of the specific construction to be undertaken 
under the state plan with the funds available. It would 
seem desirable to have the advice of some such body in the 
determination of what construction shall have priority or 
what modifications of the plan may be desirable as the 
construction program progresses. 


No Government Control 
Although maintenance or administration of hospital facil- 
ities by the government is not contemplated in the bill, 
attention has been called by those familiar with Public 
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Law 137—77th Congress, referring to schools and hospitals 
erected with government funds, to the content of Section 
203 (b) and (c) of that law. 

Section 203 (c) reads as follows: 

“(c) No department or agency of the United States shall 
exercise any supervision or control over any hospital or other 
place for the care of the sick (which is not owned and operated 
by the United States) with respect to which any funds have been 
or may be expended under this title, nor shall any term or 
condition of any agreement under this title relating to, or any 
lease, grant, loan, or contribution made under this title to, or on 
behalf of, any such hospital or place, prescribe or affect its admin- 
istration, personnel, or operation.” 

The authors of the present bill apparently are of the opinion 
that this point has been adequately covered in the organiza- 
tion provided. 

In the consideration of the bill before the committee, the 
question of government contribution to maintenance was 
discussed where the location of a facility is determined on 
the basis of medical needs. In each community there will 
be those who are unable to pay for hospital care as well as 
those who are able to pay. The facility is established for 
all the people. However, illness differs and provisions for 
treatment must meet the particular needs. Tuberculosis 
requires special hospitals, long hospitalization, and some 
measure of isolation. Most tuberculosis hospitals are owned 
and supported by state or county units of government. 
County tuberculosis hospitals frequently are reimbursed 
from state funds at a fixed amount per patient per day. | 

The care of the insane has long been recognized as the 
direct responsibility of government. 


Special Hospitals 

Chronic illness of other types, especially the slowly pro- 
gressing illness of the aged, requires long periods of hos- 
pitalization and beds cannot be given over for these pa- 
tients in hospitals planned for the care of acute illness. No 
doubt, this fact will lead to the eventual establishment of 
more special hospitals for chronic disease. Some unit of 
government must support the indigent in these hospitals. 
State and local governments may be stimulated to accept 
their full responsibility. 

A study of the indigent group reveals a great concentra- 


tion of chronic incurable disease, the crippled and the men- 
tally inadequate. The number of others who are temporarily 
medically indigent is relatively small. 

The community may need a general hospital that will be 
practically self-supporting if the individual indigent is given 
assistance by local responsible authorities. 

No single plan for financial aid in hospital maintenance 
would be suitable for the provision of the best medical care 
for each individual in such widely different categories. 

This bill includes under the definition of hospitals, Public 
Health Centers and general, tuberculosis, mental, chronic 
disease, and other types of hospitals and related facilities. 
It is sufficiently flexible to be useful in whatever portion 
of the field of hospital care that need is demonstrated. It 
may, therefore, provide special facilities for many of the 
varied types of the chronic disease indigent groups. 


A.M.A. Suggestions 

The American Medical Association is primarily interested 
in the best medical care for all the people. It would seem 
inadvisable to attach to this bill any plan for financing 
maintenance such as would render the bill less flexible and 
impair its effectiveness in providing facilities for different 
groups under varying local conditions. 

The bill now provides the means for the development of 
facilities for the best hospital care for all the people on the 
basis of needs as determined by investigation and by care- 
ful planning to meet those needs. 

The suggestions for modifying and strengthening this 
bill do not alter the position of general approval. This bill 
conforms to the Platform adopted by the House of Dele- 
gates of the American Medical Association. It is endorsed 
by the Board of Trustees of the Association, and deserves 
the support of all members and organizational units of the 
American Medical Association. Its authors are to be com- 
mended on their scientific approach to this important 
problem. 

The American Medical Association stands ready to be of 
every assistance within its power to the Committee on 
Education and Labor, or its subcommittee, in further prob- 
lems related to the Hill-Burton Bill and its objectives. 


Statement by Dr. Victor Johnson* 


GENTLEMEN: 

I appreciate the privilege of appearing before you as a 
representative of the American Medical Association and 
its Council on Medical Education and Hospitals. This 
Council has been concerned for 40 years with the main- 
tenance of medical care of a high quality, by fostering and 
stimulating high standards in the education of the physi- 
cian. The responsibilities of the Council include rendering 
the services of consultation, advice and accreditation to 
medical schools and to hospitals engaged in educational 
programs at the levels of the internship and residencies in 
the specialties of medicine. 

In addition, the Council promotes improved care in 
hospitals not engaged in the teaching of medical students, 
interns, and residents. It maintains a Register, now includ- 
ing 6,645 hospitals, as a service and protection to hospitals 
and the public, since the Register includes only those hos- 
pitals which have been determined to measure up to cer- 


*Secretary, Council on Medical Education and Hospitals of the 
American Medical Association. Statement to the Committee on Educa- 
tion and Labor, United States Senate, February 28, 1945. 
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tain minimum standards of hospital and medical service. 

The Council on Medical Education and Hospitals is glad 
to offer to this committee and to such state agencies as 
might be set up under this bill; all the detailed information 
it collects and publishes annually concerning the hospitals 
of this country. 

Primarily, I wish to second the remarks of Dr. Sensenich, 
whose testimony preceded mine, and who supported the bill 
under discussion. My remarks are merely supplementary 
to his. | am very much impressed, and I think I can speak 
also for the Council on Medical Education and Hospitals, 
with the scientific approach manifested in this bill. The 
only @ priori assumption made in this bill is that there is a 
maldistribution of hospital facilities in various parts of this 
country, with which assumption all must agree. The man- 
ner in which this faulty distribution is to be assessed con- 
forms to the best scientific procedures. The proposed sur- 
veys, conducted by state agencies, with the assistance of all 
groups concerned with hospital care, should provide the 
information requisite for an intelligent program of hospital 
construction in areas deficient in hospital facilities. 





The sound approach to a solution of the problems of 
better distribution of medical care and hospital facilities 
on the part of the Committee on Education and Labor is 
reflected not only in the provisions of this bill, but in the 
approach to these problems by your Subcommittee on War- 
time Health and Education, under the Chairmanship of 
Senator Claude Pepper. The interim report of this com- 
mittee, published in January, 1945, is an admirable docu- 
ment, containing invaluable information for the formula- 
tion of programs for improved medical care. 

Certain of the procedures suggested in this report and 
in the Hospital Construction Bill are practically identical, 
and equally sound. The report (page 17) recommends that 
“State programs should be drawn up by State health plan- 
ning commissions,” and “Before Federal funds could be 
granted, however, over-all State plans and individual proj- 
ects should be reviewed and approved by the United States 
Public Health Service to make sure that they meet certain 
standards of construction, operation, and complete, coordi- 
nated service.” Equally significant is the recommendation 
that “Grants to both public and voluntary institutions in- 
cluded in the plan would be administered through a State 
Agency.” 

The provision of hospital and diagnostic services occupies 
a key position in the more equitable distribution of med- 
ical care. The days of the horse-and-buggy doctor are gone 
forever. Good medicine can be practiced only when hospital 
and related diagnostic facilities are available. A physician 
may choose to locate in a community providing these 
facilities even though his income may be less than in areas 
lacking them. United States Public Health Service studies 


have shown that in areas of equal per-capita income, there 
may be three times as many doctors if hospitals are avail 
able as there are if such necessities of modern medical prac- 
tice are lacking. 

Studies conducted by the American Medical Association 
and the Committee on Postwar Medical Service indicate 
that twice as many medical officers returning to civilian 
practice after the war will be willing to go to areas with 
deficient medical service if hospital and diagnostic facilities 
are provided, as compared with those willing to locate in 
medically deficient areas without such facilities. 

If it is true that physicians cannot be attracted to rural 
and medically deficient areas without provisions for hospital 
facilities, it is equally true that hospitals without physicians 
are worthless. I should like to take this opportunity to stress 
to this Committee what I have stated to your subcommittee: 
the present policies of governmental agencies regarding the 
supply of medical students is such that we shall be faced 
with a drastic reduction in the number of physicians after 
the war. Today, the lack of provisions for the training of 
doctors is such that we may anticipate that many hospitals 
constructed under this bill, if it is passed, will have no 
physicians to man them. 

I wish to reiterate ‘my appreciation of the privilege of 
expressing these views, and to repeat that every facility of 
the Council on Medical Education and Hospitals is avail- 
able to this committee in its efforts to implement and im- 
prove the bill under consideration. Finally, I wish to em- 
phasize the opinion that this hospital construction bill de- 
serves the support of all who are concerned with the exten- 
sion and improvement of medical care in this country. 


Statement by The Reverend Alphonse M. Schwitalla, $.J.* 


I REGARD it as a deeply valued privilege to appear 
before this distinguished Committee on Education and 
Labor of the Senate of the United States to present the 
views of approximately 20,000 Catholic Sisters and 40,000 
medical staff members with all the other professional per- 
sonnel of approximately 1,000 Catholic hospitals and health- 
caring agencies in the United States to endorse Senate Bill 
191. The Catholic Hospital Association representing these in- 
stitutions was established thirty years ago and during that 
time the Association which I represent has contributed 
enormously to the promotion of hospital excellence. Dur- 
ing those thirty years, the Catholic Hospital Association 
has made itself an influential agency for the creation of 
hospital facilities, the diffusion of hospital and medical 
care, for the elevation of professional standards, and for the 
betterment of the national health. 


I. The Preparation of Senate Bill 191 

The American Hospital Association, the American Protes- 
tant Hospital Association, and the Catholic Hospital Asso- 
ciation of the United States and Canada formed a Joint 
Committee in 1932. The three Associations, so diverse in 
their forms of organization, the character of their constituent 
memberships, and their methods of administration, have 
still succeeded in establishing a remarkable unanimity of 
opinion on national problems. They have given evidence 

"President, Catholic Hospital Association of the United States and 
Canada; Dean, St. Louis University School of Medicine. Statement 


to the Committee on Education and Labor, United States Senate, 
February 26, 1945. 7 


of a wholehearted devotion to the health interests of the 
nation by merging their institutional and their organiza- 
tional differences in their attitudes toward national prob- 
lems. During all the intervening years since the foundation 
of the Joint Committee, these three Associations have 
merited the confidence of national legislators and national 
executives, including, we are proud to say, the most dis- 
tinguished members of the Senate and House of Representa- 
tives of the United States, and even, may we say it, with 
becoming modesty, of no less a person than the President 
himself. 

The stand of the Joint Committee of the Three National 
Hospital Associations on Senate Bill 191 is one of essential 
unanimity. We differ upon a few details which we hope 
the Committee on Education and Labor of the Senate may 
find it possible to resolve. We are convinced, however, that 
legislation similar to or identical with that projected in 
Senate Bill 191 is essential for the preservation of the health 
of the people. 

It will be my aim to present before this Committee a 
plea for the approval of Senate Bill 191 by the Committee 
and passage eventually by the Senate and of Congress be 
cause of the need for the creation of new facilities for the 
health care of our people. In the name of the Sisters par- 
ticularly of the Catholic Hospital Association, I value the 
privilege of appearing before this body on the invitation 
of its honorable Chairman, who has on so many occasions 
manifested his unselfish concern for the health interests of 
our people and for the preservation of our system of co- 
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operative relationship between the governmental and non- 
‘governmental hospitals. 

There is practical unanimity among hospital authorities, 
physicians, and health administrators that facilities must 
be enlarged before health care, adequate to guarantee health 
security to the people of the United States, can be de- 
veloped. There are many problems connected with health- 
caring facilities concerning which there is. difference of 
opinion among various groups. The type of facilities needed, 
the distribution of facilities, the relation of facilities to 
population units, concerning these and similar questions 
there is sufficient difference of opinion to entitle competent 
persons to a voice, whenever an evaluation is made of the 
situation in the country as a whole or in any part of it. 
All the more striking is it, therefore, that there should 
be practical unanimity concerning the need of more facilities. 


ll. Health-Caring Facilities 

By the term “health-caring facilities” we mean any of the 
physical things necessary in supplying or distributing care 
for the prevention and cure of illness or for the promotion 
of sound health. From the point of view of this definition 
there would be included under the term of facilities many 
of our sanitation facilities. It is our intention, however, here 
to limit the term to those physical things which are more 
immediately required in giving medical care in illness or 
in giving health care. We are thinking first and foremost of 
hospital and health centers and their equipment. We are 
thinking not merely of the creation of new hospitals and 
health centers, but of replacements of existing hospitals and 
health centers and of the extension, multiplication, enlarge- 
ment, and modernization of such institutions. 

There is essential unanimity among hospital experts that 
all of this is needed. Some persons may question whether 
the federal government should interest itself through Con- 
gressional action in supplying the needs of the nation, but 
about the need itself, there is no question. 

It would seem a waste of time to present bikeds this 
Committee a review of the available information concern- 
ing existing facilities in terms of hospitals and hospital beds 
of our country. The recent hearings on this matter before 
the Subcommittee of the Committee. on Education and 
Labor of the United States Senate in the last Congress have 
been so widely publicized and have been made so broadly 
accessible to our honorable legislators and to the public at 
large, that it would seem unnecessary to review in detail 
what has been so effectively and convincingly told by out- 
standing authorities before congressional and _ especially 

. senatorial committees. I must refer particularly to the con- 
vincing explanations offered to the Committee on Education 
and Labor by our eminent Surgeon General of the Public 
Health Service, Dr. Thomas Parran. Nevertheless, to give 
in a paragraph or two the salient facts upon which we 
wish to base the remainder of this argument, a very brief 
statement may be pardoned. 

At the close of the year 1943, the American Medical 
Association’s Register of Hospitals contained the names of 
6,655 hospitals. To these hospitals there were admitted 
during the year, no fewer than 15,374,698 persons. In other 
words, 11.2 per cent of the population of the United States 
was admitted to these hospitals during the year 1943. At 
any one time during that same year there were in the 
hospitals as patients no fewer than 0.9 per cent of the 
population. 
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The number of beds required to take care of this large 
number of patients amounted during 1943 to 1,649,254, of 
which number, 1,276,139 beds were controlled by federal, 
state, or local governments, and 373,115 under some form 
of voluntary agency control. The number of hospitals and 
the number of beds in the United States has shown a re- 
markable increase during the last few years and especially 
since 1941 there has been a significant number of additions 
to hospital beds, to the number of hospital admissions, to 
the average daily number of patients, and to the number 
of births in the hospitals. 

It is important to realize, however, that the utilization of 
hospital facilities is increasing more rapidly than the num- 
ber of beds. As noted above, the hospitals of the country 
contained in 1943, 1,649,254 hospital beds. At the end of 
1934, ten years ago, they contained 1,048,101 beds. In a 
ten-year period the number of beds, therefore, increased 
57.6 per cent. The number of hospital admissions during 
the corresponding period increased from 7,147,416, in 1934, 
to 15,374,698 in 1943, an increase of utilization of 114 per 
cent. It is admitted that comparisons between the year 
1943 and previous years are not entirely justified since 
during the year 1943 and immediately before, the full 
effect of the rapid growth of federally owned and operated 
institutions was felt. Neverthless, the fact remains that even 
when comparisons are made between years previous to 
1943 the statement can be abundantly substantiated that 
the utilization of facilities outruns the increase of facilities. 

It is particularly important to note that the statistics for 
1943 are very significant as the year 1943 is a transition year 
in hospital history, marking as it does the first of the years 
for which we have complete statistical information of the 
effect of the increase in federal, governmentally controlled 
hospitals since the beginning of the war period. 


ill. The Hospitals and Selective Service Statistics 

We are interested now in relating these various facts 
to the national conditions revealed in the hearings before 
Senator Pepper’s Subcommittee. It is a matter of general 
knowledge that the counéry as a whole was startled by the 
statement that of 22,000,000 registrants, ages 18 to 37, 


_asS many as 4,100,000 were regarded as physically or mentally 


unfit for military and particularly for combat service by 
reason of the special requirements of such service. A 
shocked nation is interested in remedying this condition. 
The statistics have been carefully evaluated and a sincere 
effort has been made by many students to determine how 
many of these individuals were rejected for military service 
because of remediable defects. What part the hospitals can 
play in the rehabilitation of these rejectees, where the re- 
sponsibility should be placed for remedial procedures, and 
what the source of funds should be for effecting a betterment 
of these conditions are all matters of discussion and con- 
troversy. The outlook on this account alone is one which 
the hospitals have faced with some measure of concern. It 
is highly likely that the utilization of health facilities will 
be vastly increased as soon as the country gives attention 
to the possibility of remedying the conditions to which I 
have referred. 

I would not be understood as adding even my minimal 
mite to the general alarm. I believe that the Selective Service 
statistics have been explained without the implication of a 
wholesale and culpable national neglect in supplying medical 
care. The fact still remains, however, that when we attempt 
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remedial measures, we shall need to utilize hospitals to a 
much greater extent. 


IV. Utilization of Hospitals 

It is generally admitted that the utilization of hospitals 
both military and civilian has greatly increased during 
wartime. There are many explanations for this. The utiliza- 
tion of hospitals can be measured (1) in terms of individuals 
admitted to the hospitals or (2) in terms of the number of 
days of hospital service given by a particular institution. 
With reference to the first of these measures, more persons 
are today able to’ take care of their illnesses in hospitals 
rather than at home because of their increased earnings. 
For this same reason, the voluntary hospitals rather than 
tax-supported institutions have shown the greater utilization 
increase. Among the voluntary hospitals, moreover, the 
church-related hospitals have experienced a proportionately 
greater utilization than other non-profit institutions. The 
Voluntary Group Hospitalization Plans with their increas- 
ing number of members, have been responsible to a great 
extent for the increased number of admissions to our 
voluntary hospitals. 

With reference to the number of hospital days, as a meas- 
ure of utilization, the average stay of the patient in the 
hospital for acute illness is probably undergoing a pro- 
nounced reduction. This is conceded to be due in part 
to improved services for such acute conditions as, for ex- 
ample, pneumonia. It is also due, however, in certain hos- 
pital services, as, for example in the obstetric division, to 
the fact that the demand for beds in this hospital division 
has increased enormously. Hospital administrators are urg- 
ing physicians to discharge their patients as soon as this is 
at all compatible with maternal safety, though it is admitted 
such urgings are not favorable to standards of maternal wel- 
fare. It is also true that some hospitals are already giving 
serious thought to the policy of establishing a saturation 
point. They are considering the limitation of the number 
of admissions to a particular division so that géod medical 
care and the observance of proper standards of nursing 
and medical service may not be imperiled. 


V. Differential Conditions with Respect to 
Geographical Areas 

What has been said of the country as a whole, is true 
within limitations, and with due regard to reductions in 
the magnitude of the statistics of some geographical areas 
of the country. If we take the national statistics as a base- 
line and contrast these with conditions in various statistical 
areas, we find that some areas conform rather closely to the 
national statistics; in other areas the national statistics are 
greatly exaggerated; while in still others, they are noticeably 
minimized. It is unnecessary here to emphasize the fact that 
in the defense areas special hospital problems have arisen. 
It would lead us too far even to attempt to summarize these. 
For purposes of formulating a long-term program, however, 
conditions in these areas are not without their significance. 
The surprising fact remains that, despite the emigration of 
large units of the population from some areas and the 
immigration of people into the defense areas, there is still 
no evidence that these interchanges of population units 
have relieved hospital bed congestion conditions in the 
localities from which emigrations have taken place. I am 
attempting here to summarize general impressions gained 
in part from personal observation, from discussion with 


physicians and hospital executives, and with people in 
various localities of the country. There seems justification 
for the expectation that these shifted populations will to a 
large extent become part of the permanent population of 
the areas into which these persons have migrated. There is 
no evidence which I have been able to find in informatian 
available to me that these conditions will be substantially 
ameliorated during the conversion period subsequent to 
peace and for a prolonged number of years in the postwar 
period. 

A second consideration under this heading is derived from 
the fact that for at least two decades before the war, the 
conditions in rural areas with reference to the availability 
of health-caring facilities was known to be differentially 
adverse when contrasted with the conditions in the urban 
areas. This contrast has not only not been bettered during 
the war, but has persisted during the war period. We may 
say in fact that it has been pronouncedly accentuated. Any- 
one who has access to the unrestricted and freely expressed 
opinion of both the rural and the urban citizen will rec- 
ognize the justice of the complaint of the rural inhabitant 
that he does not have as readily available as the urban 
inhabitant the facilities for health care which are so gen- 
erously and even lavishly supplied to even the indigent and 
the medically indigent inhabitant of our large cities. It 
may be questioned whether the time will ever come when 
we can equalize health opportunities as between rural and 
urban areas. It is-recognized in such surveys as the Beveridge 
Report in England, and the reports on National Health in 
Canada and Australia that rural and urban facilities for 
health care will probably never be completely equated. 
Nevertheless, in our country in which we have never failed 
to give proper recognition to the rural communities in in- 
fluencing national life, we must make a serious attempt 
to put at the disposal of our rural population a health 
service which will be at least comparable in excellence and 
effectiveness to the corresponding facilities offered to our 
urban populations. It is recognized that this cannot at 
present be done with complete satisfaction of the less 
privileged units of our population, but the creation of 
health facilities in our rural areas will go a long way 
toward attracting into rural medical practice the men and 
women who will serve with competence and with con- 
scientiousness the needs of our agricultural and other 
populations in rural areas. 


VI. Rehabilitation and Replacement of Facilities 

Another set of facts which show the necessity of securing 
federal assistance for the augmentation of medical and 
hospital care, may be derived from a comparative study 
of the condition of our facilities today as contrasted with 
their condition at the beginning of the war. At the beginning 
of the European war, the hospitals had lived through ap- 
proximately five years of relative affluence following upon 
the period of financial stress incident to the economic de- 
pression of the early ’30’s. They had made additions to their 
buildings, had replaced obsolete equipment, had modernized 
their technical facilities, and in general had attempted to 
bring their physical facilities into line with scientific 
progress and new developments. Since that time, the 
necessary restrictions of the war and the limitations of 
material control and man-power shortage have made it 
difficult for the hospitals to keep up to date with health- 
caring requirements. On all sides one hears comments on 
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the increasing difficulties in operating the hospitals. Elevator 
service, heating equipment, sterilizers, laundry machinery, 
food-service ,utensils and equipment, operating-room furni- 
ture and anaesthetic facilities —all these and practically 
every other detail of hospital apparatus has been subjected 
to. continuous and intensified use during the war period 
without even the briefest period for indispensable repairs. 
Repairs to a large degree have been emergency measures 
barely satisfactory to render the apparatus immediately 
useful. Not only equipment, but the buildings have been 
allowed to deteriorate by reason of shortages of man power 
and materials. Those hospitals which have undertaken 
a study of their postwar conditions find that a five-year 
program of building and equipment rehabilitation is en- 
tirely too short to restore the hospital to a desirable level of 
usefulness. By reason of the uncertainty that lies ahead, 
however, it is difficult to say whether planning of this 
character can be made lastingly effective unless such a 
new factor as a government subsidy can be introduced to 
supplement the presently available resources. 


Vil. Request for Amendments 

I have said above, heartily as the Catholic Hospital Asso- 
ciation endorses Senate Bill 191, it is still not completely 
satisfied that the objectives which our Association has sought 
in supporting federal, state, and local legislation in the 
field of health care have been completely achieved by this 
Bill. In the opinion of the Executive Board of the Catholic 
Hospital Association, this is by far the best piece of legis- 
lation which we have been called upon to study, to endorse, 
and to support. At the meeting of the Executive Board of 
the Catholic Hospital Association in the week of February 
16, a resolution unanimously was passed approving Senate 
Bill 191. This was done in the hope, however, of in- 
corporating in the Bill provisions for review and adequate 
appeal procedures both on a state and federal level when 
the application is rejected by the State Agency. 

Hence, it would seem desirable to introduce into the 
Bill (1) the development of a State Advisory Council which 
would serve the State Agency in the evaluation of applica- 
tions and would serve, at the same time, as an Appeal 
Board in the event of a failure by the State Agency to 


approve a particular application, thus fostering the intent - 


and administrative procedures of the Act; (2) provision for 
making appeals to the Advisory Council of the Surgeon 
General by those institutions whose appeal for review by 
the State Advisory Council has been rejected. With these 
two modifications, I believe this Bill can be given a demo- 
cratic form which will be entirely consonant with American 
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patterns in legislation and which will facilitate the adminis- 
tration of this Act in such a way as to redound best to the 
health care of the American people. 


Vill. Conclusion 

It has been impossible for me as president of the Cath- 
olic Hospital Association to report adequately and com- 
pletely what I should like to say to this distinguished 
Committee on Education and Labor with reference to the 
maintenance of hospital facilities and for their augmentation 
to meet the needs of our country at the end of the most 
trying and challenging period of stress through which 
our nation has passed. I should like to review if time per- 
mitted the enormous sacrifices made by the 250 odd Sister- 
hoods which have merged their resources of money and 
personnel for the preservation of the national health. These 
Sisterhoods have reached a point in their activities at which 
they must choose between a retrenchment of future ex- 
pansion or a deterioration in the high levels of professional 
standards which they have set before themselves for the 
health care of the American people. They view the future 
with equanimity, poise, and confidence, relying upon the 
providence of God, the support of the American people, 
and the friendship and love of their clientele. They have 
endeared themselves to the heart of America and they look 
to this Committee on Education and Labor of the United 
States Senate to create those facilities through which they 
will be enabled to make still greater sacrifices for the health 
care of the American people. 

A survey of the hospital facilities of the country, an 
evaluation of local hospital needs, and an attempt to ap- 
praise the equipment of our hospitals all lead to the con- 
clusion that there is an enormous need for enlargement, 
reconstruction, replacement, and physical rehabilitation. The 
question might be raised, “Can the hospitals undertake 
the implied obligations without assistance”? It would cer- 
tainly be fair to say that the reconstruction, rehabilitation, 
and replacements will amount to approximately 10 per cent 
of the total investment. If this is granted and if it is 
remembered that the investment in hospitals of all kinds 
is estimated to be betwéen five and six billion dollars, we 
shal] need approximately $500,000,000 without thinking of 
new hospitals, to bring the hospitals of this country to the 
place where presumably they would have been. at this time 
if the war had not intervened. If this is true and if it takes 
$500,000,000 to recondition the facilities which are known 
to be inadequate, how much more is not- required to give 
the country those added facilities which our present stand- 
ards of health care demand? 
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Rev. Scuwirratta: Mr. Chairman, may I introduce Mr. 
William F. Montavon, the director of the legal department, 
National Catholic Welfare Conference, who is the official 
adviser of the Catholic Hospital Association. 

Tue CuHatrrMan: We have had the pleasure of having 
most of you on other occasions, and we are happy to have 
you back to give us your advice. 

Rev. Scuwirauta: It is a pleasure and honor to appear 
before the committee, and a pleasure and honor to appear 
before you again, Mr. Chairman, after the passage of a 
year or two, and I am very happy to appear in front of 
the distinguished Governor of Missouri, who is acting on 
this committee, Governor Donnell. 

SENATOR DonnELL: Thank you. 

Rev. ScHwiTatta: I want to express appreciation and 
gratitude to Senator Hill for his splendid presentation at 
the beginning of this hearing. I think it is one of the most 
comprehensive statements on the needs of the country that 
I have heard from any governmental official, and I would 
like to endorse all he said. I paid particular attention to 
the places to which I might want to take exception. 

I am extremely happy to refer to the splendid hearings 
conducted by Senator Pepper’s subcommittee. I think 
Senator Pepper has given us a textbook on hospital admin- 
istration and on public relations of hospitals in the hearings 
that he has conducted and in the record that has been made 
of the hearings. J am very glad that it is unnecessary for me, 
therefore, to be too specific, because much of this material 
that-has been brought out before Senator Pepper’s com- 
mittee has a direct bearing on the purposes for which 
we are here. 

SENATOR Pepper: I did not want to let that statement 
go without telling you how much the committee under- 
stands, and I thank you. 

Rev. Scuwiratra: I do not think we have to go over 
that material again. You can tell from the character of 
questions asked today that I am not dealing with people 
who do not understand the problem. I came prepared to 
talk here as if I were talking to kindergarten people who 
did not know anything about this, but I find now what you 
really want is a postgraduate course, and one could conduct 
a seminar on hospital facilities, just as you do in a uni- 
versity where there are very great differences of opinion 
on various technical matters. 

[ would like to endorse this bill for several reasons. 
Incidentally, I shall have mimeographed sheets available 
for distribution early this afternoon. 

I recognize Senator Hill’s analysis of some of the basic 
principles on which this bill is founded, and I should like 
to pick out particularly the following as meriting the 
approval of the Catholic hospitals of the country. 

First of all, I endorse the Bill because due emphasis is 
placed upon State and local responsibility. There is co- 
ordination of the State and local responsibility with the 
Federal responsibility. 

Secondly, I should also like to emphasize the thought 
that, in my opinion, the allocations and allotments be based 
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on the survey. There is room for misunderstanding of the 
purposes of the survey, as is apparent from some of the 
questions that were asked this morning. The survey is not 
intended, as I understand it, to be a survey of financial 
needs. If this bill should become law, you are making an 
appropriation not based on a survey of the financial needs 
of a State, because that information must come from other 
sources, but you are going to base it upon a study of the 
health needs of the State and of the facilities that are neces- 
sary to cope with those health needs, 

Thirdly, I should like to endorse this bill because of the 
fact that there is a provision for a Federal advisory council. 
That Federal advisory council is not a dead letter in this 
bill but it is an effective, dynamic, and influential group of 
persons upon whom the Surgeon General of the Public 
Health Service can rely to guide him in carrying out what 
is a very, very large and huge responsibility. We all appre- 
ciate the position of the Surgeon General as the central 
personality in this vast program that is being contemplated. 

I would like to endorse it, fourthly, also because the bill 
selects the Public Health Service as the agency in which to 
vest the great responsibility for the care of the health of 
our people. There is no agency in the Government, and 
perhaps I could go further, perhaps I could say in the 
nation, that has more completely justified the confidence 
and trust that has been put into it by the people of this 
nation, in the care for the health of this nation, and the 
amazing thing is that almost every project that the Public 
Health Service undertakes, and I would say undertook surely 
during the past twelve years, has been a successful project. 

I do not want to spend too much time on this, but I might 
point out we have gone very far in this venereal-disease 
program in the face of almost impossible obstacles. We 
have gone very far in sanitation, in communicable-disease 
control, in the reduction of mortality from TB, in the early 
recognition of cancer. Those are all questions which, in 
some way or another. are related to the Public Health 
Service, and in every one of these instances we have suc- 
ceeded. I would feel, therefore, that that alone is an 
argument why the entrusting of this particular project to 
the Public Health Service is going to yield satisfactory results 
that will affect the whole nation. 

I am in favor of this bill, because, fifthly, it takes proper 
cognizance of a partnership on a real level of mutual trust 
between the government and governed, between the volun- 
tary hospitals of the country and the tax-supported hospitals. 
We are, in this bill, I believe, perpetuating the best tradi- 
tions of the American people in health care. 

There have been other suggestions made in the past, 


‘as we know, in which the place of the voluntary hospital 


has been a secondary one. Here, I believe, unless I read 
the implications of the bill wrongly, there will be a possi- 
bility of continuous utilization of the voluntary hospital. the 
enlargement of the field of the voluntary hospital no less 
than the enlargement of the field of the tax-supported 
hospital. 

I might multiply other arguments, but I will point out 
only one additional one, and that is that this bill takes 
a comprehensive view of the hospital needs of the country. 
It is a forward-looking bill that, for the time being at least, 
is not limited in time, but has been prepared apparently 
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for the purpose of taking into consideration the postwar 
developments, whatever they might be. 

I think the bill is flexible, I think it is easily applicable, 
I think it sets up a minimum administrative machinery. 
I think it puts administrative responsibility where it belongs 
at the different stages between the application for support 
of a project and the final approval by the Surgeon General 
of the Public Health Service. It looks to me like a fine 
piece of legislation. 

Let me turn for a few moments to the question of the 
needs. I wanted to make this very explicit, but after hearing 
the discussion this morning it is clear that the members of 
this great committee are not in doubt as to the need of 
this bill. We need hospitals, we need hospital facilities, we 
need the health centers of various kinds, and we need 
perhaps also support for another thing that has not been 
mentioned this morning as extensively as it might be, and 
that is replacement and repair of hospital facilities. That was 
net gone into this morning. 

Let us contrast our condition today with the condition 
before the war. At the beginning of the European war, 
hospitals had lived through approximately five years of 
relative affluence. Following upon the period of financial 
stress incident upon the economic depression of the early 
30's, they had made additions to their buildings, had replaced 
obsolete equipment, had modernized their technical facil- 
ities, and, in general, had attempted to bring their physical 
facilities into line with scientific progress and development. 
Since that time,, because of the necessary restrictions of the 
war, the limitations of material and the man-power shortage, 
it has been difficult for the hospitals to keep up to date with 
health requirements. 

On all sides one hears complaints — comments, perhaps, 
rather than complaints—on the increasing difficulty in 
operating hospitals. Elevator service, heating equipment, 
sterilizing equipment, laundry machinery, instruments and 
equipment for food service, operating-room furniture, 
anaesthetic facilities, all these and practically every other 
detail of hospital operation has been subject to continuous 
and intensified use during the war period, at times even 
without the possibility of making indispensable and ab- 
solutely necessary repairs. We have had to use makeshifts. 
Repairs, to a large extent, as we know, are of an emergency 
character, but, considering they are made during this period 
of hospital history, they are barely satisfactory to render 
the apparatus immediately useful. 

Not only equipment, but the buildings have been 
allowed to deteriorate by reason of the shortage of man 
power and materials. Those hospitals which have under- 
taken a study of their postwar conditions find that a five- 
year program of rebuilding and re-equipment and rehabili- 
tation is the least that they can think of if they are going 
to try to bring the hospitals back to approximately the place 
which they would have occupied at this time in the world’s 


history if there had been no war. So we have this enormous 


undertaking on our hands here. What the cost of the 
rehabilitation to offset the deterioration will be is anybody’s 
guess, but surely, gentlemen, in all likelihood, it would 
be no exaggeration to say that during these three years of 
limitations of materials and men the hospitals have 
deteriorated, let us say, 10 per cent. That is certainly a 
very, very conservative estimate. 

Now if you bear in mind that we have invested in the 
hospitals not less than five to six billion dollars in this 
country — again a very conservative estimate— you can 
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easily see that the hospitals will be confronted with a repair 
and rehabilitation bill of somewhere in the neighborhood 
of $500,000,000. Now, that is a tremendous undertaking 
of the hospitals in the face of what is happening in the 
world today. The hospitals have to assume that responsibil- 
ity, and that amount of money provides nothing at all 
for hospital expansion. ; 

Now, we do know —and I think anyone who studies the 
figures at all that have been accumulated by Senator Pepper's 
committee can read as he runs—we do know that the 
utilization of hospitals is outrunning the increase in the 
number of hospital beds. There are many explanations for 
this. The utilization of hospitals can be measured in terms 
of individuals admitted to the hospitals, or in terms of 
the number of days of hospital service given by a partic- 
ular institution. 

With reference to the first of these measures, the hospital 
utilization, more persons are-able to take care of their 
illnesses in hospitals rather than at home because of their 
increased earning power, needless to say, and for this very 
same reason the voluntary hospitals rather than tax-sup- 
ported institutions have shown the greater utilization in- 
crease. Among the voluntary hospitals, moreover, the larger 
church-related hospitals have experienced a proportionately 
greater utilization than other nonprofit institutions. The 
voluntary Group Hospitalization Plans to which you have 
referred, Mr. Chairman, in such very “laudatory” terms, 
have, I think, done a great deal for the hospitals. I think 
they have done a great deal for the health care of the 
people of the nation. I am sure, Mr. Chairman, that your 
remarks are to be taken, if I interpret them correctly, with 
reference to the possibility of the Blue Cross plan’s supply- 
ing the total need of the whole country, rather than in any 
way impugning what has been accomplished by the Blue 
Cross plan and by the medical-care plans that are now being 
developed in conjunction with the Blue Cross plan. 

Tue CuHarrman: That is correct. 

Rev. Scnwitatta: They have done a great deal to fill 
our hospitals, as we know. . 

With reference to the number of hospital days, we know 
that there are factors that favor the prolongation of stay 
and factors that oppose the prolongation of stay of the 
people in the hospital. Certain acute conditions like pneu- 
monia require today fewer days of hospitalization than 
formerly because of our newer- drugs. We also know that 
in the obstetric divisions there have been a reduction in 
hospitalization days for the mother, due largely to the 
fact that hospital administrators have urged mothers to 
leave before the usual period of time they used to stay, 
because there was so much demand for the beds in the 
obstetric divisions in many of our hospitals. 

Again, and lastly, perhaps, we would like to relate all 
of this, Mr. Chairman, it seems to me, to the findings in 
Senator Pepper’s hearings. The country was shocked, of 
course, by these 4,000,000 4-F’s out of a total of 22,000,000 
registrants. Surely the hospitals are going to play a great 
role in the rehabilitation that is going to take place. 

There can be no doubt, to my mind, but that a bill like 
the one we have tried to put before you is going to be 
immediately helpful to the country in bearing its responsi- 
bilities. 

The hospitals in the country in 1943 have already been 
reported, I believe, in the hearings this morning. but to 
repeat, they contained 1,649,000 hospital beds. Ten years 
ago, at the end of 1934, there were 1,048,101 beds. The 





number of beds has increased 57.6 per cent. The number 
of hospital admissions during the corresponding period has 
increased from 7,147,000 to 15,374,000 in 1943, an increase 
in utilization of 114 per cent. Now, it is admitted that 1943 
was an unusual year, and perhaps we have here a very 
much distorted picture because 1943 was the first year in 
which we found the full efficacy of the increase in the 
federally controlled hospital beds. So perhaps those figures 
are not competent, but a comparison of 1934 with 1942 
shows not 114 per cent but somewhere in the neighborhood 
of 82 per cent, again larger than the increase in the number 
of hospital beds. 

So, Mr. Chairman, I feel that I might close my argument. 
An evaluation of local hospital needs, an attempt to ap- 
praise the equipment of our hospitals, and a survey of the 
hospital facilities of the country, all lead to the conclusion 
that there is an enormous need for enlargement, the con- 
struction, replacement, and physical rehabilitation of these 
hospitals. 

The only question about which there might be some argu- 
ment is, can the hospitals undertake the implied obligation 
without assistance? I believe the correlative question: Is it 
the function of the Federal Government to help in this need? 
can be answered by saying plainly, outspokenly, definitely, 
clearly and fearlessly that it is the function of the Federal 
Government to take over this responsibility when other 
agencies that have thus far carried this responsibility no 
longer are able to carry it adequately. 

The voluntary hospital system, the tax-supported hospitals 
locally have, I believe, brought about our present high level 
of hospital and medical care. Perhaps the time has come 
when we shall need more effective aid of the Federal Gov- 
ernment in order that our high ideals may continue to be 
verified in medical and hospital practice. 

I thank you. 

Senator La Foiietre: Mr. Chairman, may I suggest 
that the entire statement be printed in the record? 

Tue CHArRMAN: Yes. 

Senator La Foitette: I know it has simply been sum- 
marized. I would like to ask one question, if I may. 

Rev. ScHwitatia: Yes. 

Senator La Fotietre: You mentioned an éstimate on 
the obsolescence which has occurred, and, if I understood 
you correctly, you suggested that a minimum five-year pro- 
gram for rehabilitation would require approximately $100,- 
000,000 a year. I thought you mentioned the figure of 
$500,000,000. 

Rev. ScHwitatta: Five years at $100,000,000 a year. 

Senator La Fotietre: Now, as I understand this bill, 
it is not designed to render assistance in that field. Is it 
your contention that the hospitals now existing can success- 
fully carry out a program of that magnitude without assist- 
ance from the Federal Government? 

Rev. Scuwirauta: I should say this, Senator: If the need 
should be revealed, if the survey should reveal needs, they 
can be relieved by hospital rehabilitation, and if the State 
agency that has this matter in hand would judge proper, I 
see no difficulty at all why funds under this bill could not 
be used for the reconstruction of hospitals. If you turn to 
page 13, line 15, the definition of the term “construction” 
includes construction of new buildings, expansion, remodel- 
ing, and alteration of existing buildings, the initial equip- 
ment of any such buildings. I take it that means not only 
new buildings but rehabilitating, expanding, and remodel- 


ing and altering buildings. So that there is a provision, it 
seems to me—and I think that is one of the attractive 
featurés of this bill —there is a provision for taking care 
of just such things if in a particular case there happens to 
be a need for that kind of assistance. 

Senator La Fouretre: In view of your answer, | will 
ask you another question, if | may. To what extent do you 
think it will be possible for the hospitals to meet the needs 
of rehabilitation? 

Rev. Scuwitatia: I am inclined to believe that the hos- 
pitals will be able to meet this need, that they will not have 
to come to the Federal Government for extensive assistance 
in meeting the accumulated bill, the accrued bill for neces- 
sary repairs, rehabilitation, and modernization. 

Senator La Fouretre: In other words, the larger pro- 
portion of whatever funds are appropriated, should this bill 
become law, would be to devote it to the construction of 
new facilities? 

Rev. ScHWITALLA: 
yes, Senator. 

Senator La Foiretre: Thank you. 

Senator Hirt: I will say to Senator La Follette I hope 
the entire statement will appear in full, and I might suggest 
that he be sent a copy of his remarks here today and then 
he can take the transcript and make sure, as Senator La 
Follette suggested, that all the facts and all the figures and 
all the arguments, as he originally prepared them, are em- 
bodied in his statement. 

Tue CHarman: Are there any other questions? Thank 
you, Doctor. We appreciate your testimony. 

Rev. Scnwitatia: Thank you. 

THe CHairman: Thank you for qualifying my state- 
ment in reference to the Blue Cross. I want to say I favor 
the Blue Cross, but I do not think it will ever grow so far as 
to be able to take care of our vast nation. 

Rev. Scuwiratta: They usually call a Catholic priest 
“Father.” I had to-act like a father to you and save you 
from your own mistake in the record. (Laughter.) 

Tue CHarrman: Thank you. 


To meet the hitherto unmet needs, 


Alton F. Reichgert (left), superintendent of Chester County Hos- 
pital, and Miss Myra Conover (right), superintendent of Me- 
morial Hospital, receiving checks from Harry Wendell, Blue Cross 
representative in Chester County, Pa. Recently total Blue Cross 
payments in Pennsylvania passed the $12,000,000 mark. 
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Social and Health Aspects 


in the Basic Curriculum: a Symposium 


|. Social and Health Aspects in Nursing Arts* 
Miss Dorothy Quigley, R.N., M.S.** 


’ CONCERNING our subject, “Social and Health Aspects 
in Nursing Arts,” I think that the factors which must be 
considered are: 

1. A complete Catholic educational synthesis in nursing 
is impossible without the integration of social and health 
factors, 

2. General social trends today, as well as particular trends 
in the field of medicine make it imperative that nursing 
education begin working toward a solution of this problem 
immediately. 

3. This integration is through the formulation of a 
program of, courses in the field of nursing arts which will 
provide both a skill and practice of the arts required and 
an understanding of the principles and laws which are the 
foundation of such practices. 

4. This integration of the social and health factors into 
the curriculum may be largely accomplished by the trans- 
ference and development of techniques which have proved 
successful in the course, “Introduction to Nursing Arts.” 


The “Whole Man” 

My first point can be assumed since it is inherent in an 
accepted Catholic philosophy of education. It is axiomatic 
with us that any true education must concern the “whole 
man.” Modern psychological studies have brought us even 
a fuller appreciation of the effect of environmental factors 
on human development, and certainly among the environ- 
mental factors that have not been given adequate recognition 
are the social and health factors. 


Today’s Social Trend 

As to my second point, let us now briefly review the gen- 
eral social trends evident throughout the world today and 
the trends in medicine. Our country is now engaged in 
participating in a gigantic war to determine whether man 
shall be able to continue as a free individual in the postwar 
world. William Russell, of the Catholic University of 
America, in his essay, “Christ and Human Dignity,” in 
Democracy: Should It Survive, says: . 


The dignity of man as a human person is the necessary solid founda- 
tion upon which American democracy has been built. Democracy is 
thus a living organism. In it free, human persons are the cells. Free 
associations of free, human persons are the organs. Deny the worth, 
the dignity of the individual person and you cut away the life stream 
that gives vigor and form to that democracy, bringing decay to free 
national, political, and social institutions and in the end death 
to democracy.’ 


However, an examination of current thinking will re- 
veal that there is-a growing consciousness of the social 


*Paper read at the Twenty-ninth Annual Convention of the Cath- 
olic Hospital Association of the United States and Canada, Kiel 
Municipal Auditorium, St. Louis, Missouri, Wednesday Morning, 
May 29, 1944. 

**St. Louis University School of Nursing, St. Louis, Missouri. 

*William H. Russell, “Christ and Human Dignity,” Democracy: 
Should It Survive?, Milwaukee: The Bruce Publishing Company, 
1943, 147. 
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rights and duties of the individual, and the opinion is 
expressed that unless the social rights and duties of the 
individual are respected and assumed, that life as a free 
person is impossible. Miss Jane Hoey, Director, Bureau of 
Public Assistance, Social Security Board, says: 

There is no profit in discussing ways of maintaining the dignity 
of the individual unless the people of the United States are willing 
to assume the responsibility for seeing that basic subsistence needs of 
children, the aged, the sick, and handicapped and other needy 


people are provided.” : 
Just what methods will be adopted so that the social rights 


of the individual will be respected is a moot question. It 
seems relatively safe to assume that the postwar world will 
be an era of socialization and any adequate social program 
will call into being additional agencies concerned primarily 
with remedying the social needs of the individual. Thus it 
devolves upon nursing educators to familiarize the student 
nurse with a knowledge of available community resources 
through a practical program of the social and health factors 
in nursing arts. By means of such a program, the student 
nurse will learn to cooperate with the personnel of other 
private or public social agencies in the interest of the total 
welfare of an individual. 


The Symptoms of Health 

Recognition by the medical profession of “Health” as a 
science naturally calls for a corresponding emphasis in 
nursing. Dr. John A. Ryle, Professor at the University of 
Cambridge, discusses “Health” as a science in the British 
Medical Journal of December 26, 1942. While his remarks 
were intended for studerts of medicine, they apply equally 
well to students of nursing. He says: 

It is becoming steadily more apparent that in the future the 
emphasis of medicine will be increasingly upon its preventive and 
protective aspects, upon the social as distinct from, but supplementary 
to, the individual applications of -accumulating knowledge. Instead 
of waiting to cure —or to try to cure — the individual of preventable 
disorders and diseases, we shall endeavor to see that conditions are such 
that fewer and fewer individuals develop them; and not content with 
those states of body and mind which can only be called “no disease.” 
We shall. encourage by every method within our power the preservation 
of health and.the elevation, in the minds of doctors and laity alike, 
of the idea and the standards of health.’ 

Dr. Ryle suggests that the student start by learning the 
symptoms of “Health.” He illustrates this concept by ex- 
amples of “dyspnea” and “flushing.” He says that dyspnea 
at rest or with trivial exertion is a sign of disease but that 
dyspnea in response to vigorous exercise is a symptom of 
health. Flushing in a hot atmosphere is a symptom of 
health, but it is a symptom of fever when the internal as 
opposed to the external environment is modified by disease. 
Inasmuch as attention is now being directed toward the 
nurse as a member of.a professional group which has a 
definite contribution to make toward educating the public 
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regarding matters of health, it is necessary that opportunities 
be provided through courses in nursing arts whereby the 
students would develop a certain proficiency in actually 
teaching health. 


The Social Component in Medical Care 

In regard to the recognition by the medical profession of 
social factors as an integral part of the therapeutic program, 
Thornton’s work, The Social Component in Medical Care, 
is an excellent treatise on the social influences surrounding 
every sick person. This study was made on the wards of 
the Presbyterian Hospital of New York, and included one 
hundred unselected cases. The study covered a period of 
approximately six months. Only the cases in which the social 
factors show a profound bearing on the medical problems 
are presented in this book. However, medical and surgical 
conditions of practically every system are included. In- 
cidentally, this book offers a simple but effective method 
to the teacher of medical and surgical nursing for integrat- 
ing the social aspects through the assignment of the various 
cases to students for classroom reports. This book is valuable 
since it gives a broad meaning to the term “social factors,” 
as they relate to health and disease. Frequently, we tend 
to identify’ social factors with social subadequacy; that is, 
individuals who are unable to meet the problems of everyday 
life without help from social agencies. This book vividly 
illustrates how the social environment of any individual 
includes a variety of factors such as race, religion, national- 
ity, sex, age, number of members in the family, the position 
of the individual in the family, occupation, economic status, 
marital status, and a number of other factors related to a 
person’s social environment. 


Health and the Nursing Arts 

How then may this integration of the social and health 
aspects be accomplished? One means, as we have said, is 
through the assimilation of these factors into the general 
curriculum and particularly into the nursing arts courses. 
One factor to be considered here is the availability of proper 
teaching facilities for thé social and health aspects of nursing 
arts, such as, the out-patient department. However, the im- 
portance of this may be over emphasized, for, after all, we 
still have the responsibility for the social and health integra- 
tion in the education of the nurse, and our obligation must 
be adjusted to whatever resources are available. Frequently, 
it is not so much a question of enlarging facilities as it is 
the proper use of facilities at our disposal. A second and 
important feature of this phase of our problem will be 
the interest and enthusiasm of the faculties in working 
out this integration which will be in proportion to the depth 
of their conviction of its necessity. 

Of elementary consideration in planning a program of 
integration is that it be educational in the complete sense 
of the word, that is, that it provide for not only skill and 
practice in the arts required, but also an appreciation of the 
truths and principles which are the foundation of these 
techniques. 

In working toward the practical integration of social and 
health teaching into the courses in nursing arts, let us 
high light the ten units in the course, “Introduction to 
Nursing Arts,” in a search for recognized methods which 
may be transferred and developed in the promotion of this 
relatively new field in nursing. Probably no other course 


‘Janet Thornton, The Social Component in Medical Care, New York: 
Columbia University Press, 1937. 


in the nursing curriculum offers as many opportunities for 
the study and appreciation of the “whole man” as the 
object of nursing care, as does the course, “Introduction to 
Nursing Arts.” The term, “psychosomatic,” receives par- 
ticular emphasis in this course and the student learns to 
recognize the psychological and the social background as 
essential aspects of patient care. 


Wider Horizons 

Unit One, in the course “Introduction to Nursing Arts,” 
as we all know, aims at orienting the student to nursing 
and the nursing school. It also aims at helping the student 
understand the scope of nursing and its place in the general 
program of health conservation. The trip through the hos- 
pital which is usually a “must” in any well organized 
orientation period in a school of nursing might be given a 
social flavor by a visit to the library. The librarian in her 
talk might emphasize the value of books as experiences. She 
might also give the student a selected bibliography of books 
that would familiarize the student with the background, 
characteristics, and prejudices of different races and national- 
ities that the nurse will sooner or later be called upon to 
serve. This initial move on the part of the librarian could be 
easily followed up by the instructor in nursing arts requiring 
a certain amount of supplemental reading in her particular 
course. Books and pamphlets that admirably serve this 
purpose are Muntsch’s, Cultural Anthropology, Bruce Pub- 
lishing Company, Milwaukee; A. H. Eaton, /mmigrant 
Gijts to American Li'e, Russell Sage Foundation; Benedict 
Rand’s pamphlet, Races of Mankind, published in 1943 by 
the Public Affairs Committee, New York. Field trips to 
an out-patient department or to a hospital for the Negroes 
are also means that can be used for initiating an appreciation 
of the social and health aspect; of nursing at the beginning 
of the student’s career in nursing. 


Signs of Health 

The content of Unit Two of this course aims at ac- 
quainting the student with the signs of health and reliable 
methods for promoting health conservation. This unit might 
be enriched by a talk by a public health nurse explaining 
the activities and functions of the local city, county, and 
state health agencies. Another activity that would un- 
doubtedly be helpful would be a visit to the student health 
service where students might gain a clear understanding of 
the difference between health and physical examinations. 

“Observation” as a method would seem to provide for 
adequate integration of the social and health aspects in 
Units Three, Four, Five, Six, Seven, Eight, and Nine. 
These units relate to the environment and personal needs 
of the patient. Frost in discussing the meaning of the term, 
“observation,” says: 

Concerning the shorter period of observation we find its greatest 
benefit is in turning the responsibility back upon the school since 
observation is of value only in the process of integration. The more 
closely it is tied -to the school curriculum the more effective it 
becomes. This observation may consist of two weeks or a week of 
consecutive time or it may be separate days or even hours scattered 
throughout the three year program wherever and however it can be 
used in the process of integration. Since it serves a different purpose 
at different stages of the student’s education it should be very 
flexibly used.” 


“Observation” as a method of integrating the social and 
health aspects of nursing was tried out with the first semester 
freshmen students last winter, at St. Mary’s Hospital, here in 


St. Louis. The students visited the clinic for one hour on 


*Harriet Frost, R.N., “Affiliation and Integration Defined,”’ Public 
Health Nursing, March, 1943, 84-85. 
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Tuesday and Friday for three weeks, under the supervision 
of a member of the public health staff. The class was divided 
into groups of four and assigned to clinics in which the 
students would gain ideas of the social and health aspects 
of patient care. The medical diagnostic clinic seemed to be 
the one from which thé students derived’ the most benefit. 
While it seems that at least twelve or sixteen such periods 
of observation would be desirable there are many other 


factors that condition the number of periods of observa- | 


tion any one group of students might have. Some of these 
factors are, the number of students in the class, the size and 
facilities of a particular out-patient department, the number 
of medical students that must be accommodated, the teach- 
ing opportunities that a particular clinic offers and many 
other factors, all of which cannot be overcome at one time. 


Health 

Unit Ten of the Course, “Introduction to Nursing Arts,” 
aims at teaching the nurse to teach “Health.” The method 
suggested for integrating the social and health aspects into 
this unit is through the use of the skit, written and acted 
by the students. The “skit” because of its dramatic value, 
is probably one of the best means for arousing interest. It 
demands self-activity on the part of the student and arouses 
a critical sense in a way which probably no other classroom 
device really does. As one well-known psychologist remarks, 
“It always arouses interest to hear how our neighbors live. 
That is probably the secret of gossip.” 

In assigning the topics for these skits, the instructor of 
nursing arts should keep in mind the teaching opportunities 
which the topic might offer either in a home or in the hos- 
pital. The particular abilities of the members of the class 
should also be kept in mind in assigning the topics for the 


skits. The number of students who might collaborate in 
writing a particular skit would of course depend upon the 
particular topic chosen, as well as the number of students 
in the class. However, for classroom presentation, three or 
four -students seem to be a desirable number. As to the 
length of time required for enacting’ the skit, twenty to 
thirty minutes seems to be adequate time for the presenta- 
tion. A number of topics that have been found suitable for 
students during their introductory period to nursing are: 
“Care of the Invalid in the Home,” “Nutrition,” “Care of 
Pediculosis Capitis,” “Care of a Colostomy,” and “Care of 
the Dying.” An interesting and informative skit recently 
presented by the freshman students showed how this device 
could be used to emphasize the care of the individual as a 
whole. The situation around which the students developed 
the skit was as follows: 


Grandmother Connaway, a devout Catholic, neglected a small 
swelling on her breast. Finally it was removed, but the doctors shook 
their heads. Generalized carcinoma. The doctors finally accede to 
Grandmother Connaway’s pleas and she returns to her old home 
and to her affectionate daughter-in-law, Elizabeth Connaway, a non- 
Catholic. Elizabeth calls Miss Rost an old friend of hers, a grad- 
uate nurse and a Catholic and tells her that she believes Grandmother 
Connaway is dying. Miss Rost comes and instructs Elizabeth as to 
the physical, psychological, and spiritual care of Grandmother 
Connaway. 

We have seen, I trust, that the integration of the social 
and health aspects into the basic curriculum in nursing and 
in particular into the field of nursing arts is essential from 
a philosophical viewpoint; it is dictated by general social 
trends of our day, particularly in the field of medicine, and 
it might be helpful to consider certain techniques sucess- 
fully demonstrated in the course, “Introduction to Nursing 
Arts,” as to their transference and development within this 


new and worthy field. 


Mother Anna Dengel (right), Sister M. Clare (center), and Sister M. Regina, at the Catholic Colored 
Clinic, Atlanta, Ga., Opened Recently by the Medical Mission Sisters. 
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II. Social and Health Aspects in Maternity Nursing* 
Sister M. Miriam, O.S.F., R.N., B.S., M.A.** 


INTRODUCTION 

THESE days are not opportune occasions to call the pub- 
lic’s attention to the great need for nurses, as everybody 
sees the need actualized. Today’s demand on nursing has 
many implications for nussing education. Likewise there 
is indicated the need for a re-emphasis or a new emphasis 
on the inclusion of the social and health aspects in our 
maternity nursing. 

There probably has never been a time in our professional 
history when there has been so much interest in, and con- 
cern about sickness and health as there is today. The ex- 
tension of the maternal and child services and public health 
services and other developments, have focused attention on 
the health needs of our people and on the responsibility of 
our democratic society in seeing that these needs are met 
adequately. What a challenge to nurses and the nursing 
profession! We are given a part to play in helping to con- 
serve that most important of national resources, human life. 

But the objectives of a nurse do not change, wherever 
or however she may function. The nurse who goes down 
the street and up the tenement stairs to take care of and 
teach the prospective mother; the nurse who goes into the 
homes of the wealthy, and the nurse who watches over 
the sick, all are a part of a “veritable mosaic of means” 
working toward the achievement of a common goal. 


Broad Preparation Needed 

However varied the positions in nursing may be, there 
is great need of broad educational preparation for this serv- 
ice. Today we need nurses who know the fundamental 
principles so well that they may adapt them to any situa- 
tion, thus freeing themselves from blind adherence to rigid 
routine. We need nurses so well educated that they can 
teach through simple language in both the hospital and 
the home; nurses who know how to use kindliness and 
sympathy with the patients and the family; nurses who are 
capable of keeping such accurate records that they may be 
used in research problems. 

The literature of the past as well as that of today has 
many panegyrical phrases for nurses — the blue-clad figure, 
the arm of the hospital and the physician reaching into the 
home, the messengers of health, angels of mercy, and many 
others. These terms may serve a purpose, but they are not 
the precise descriptions for nurses as we see them today, 
who have the military rank of captain or lieutenant. We 
as nursing educators must consider our nurses as profes- 
sional women*in a competitive world, and if we want them 
to take places in public life, we cannot rely upon romantic 
names. 

We can, therefore, see that the stress placed on the prepa- 
ration of a nurse involves so much more than a mere knowl- 
edge of subject matter. The nurse of today must possess 
understanding and have mastery of skills in caring for the 
whole patient, through the study of his various environ- 
mental situations including the hospital and the home. 


“Address given at the Sectional Meeting, “Integration of Social 
and Health Aspects in the Basic Curriculum in Nursing,” of the 
Twenty-ninth Annual Convention of the Catholic Hospital Association 
Convention, Kiel Municipal Auditorium, St. Louis, Mo., Wednesday 
Morning, May 24, 1944. 

**Immaculate Conception Convent, Lodi, New Jersey. 


Personal Interest in Patient 

To a nurse in a maternity division, a mother should not 
be a mere case to care for. The nurse must understand that 
it is the mother around whom the whole family circle re- 
volves, and therein she is the center of a social group. 

We have all experienced the fact, no doubt, that many 
a mother, especially, our young mothers of today, dread 
the thought of leaving the hospital and of assuming the 
responsibility for the entire care of the infant in the home. 
The adjustment of patient, after a stay in the hospital 
should, therefore, become a phase of nursing service. But 
the place to begin the plan of adjustment is not after, but 
during the period of hospitalization. It would then seem 
logical to utilize the qualified sources of information and 
help, so as to eliminate such meaningless direction as help- 
ing the patient in the hospital and neglecting him when he 
is discharged. 

Teaching the Patient 

Teaching the patient, as we all know, should be an essen- 
tial part of a good nursing service. Many a time a physician 
will instruct the patient as regards the home routine. But 
the nurse soon learns that many of these patients do not 
well ‘interpret this information. Frightened and confused 
they are unable to put to use what they have learned. Then 
it is the nurse’s task to find out what the patient actually 
knows, what she thinks, how she feels, and what her 
worries are. She must help her to get as accurate an under- 
standing of the information as possible, to encourage her, 
and to help her to accept the responsibility placed upon 
her. Success in accomplishing the purpose of health instruc- 
tion and social adaptation depends, therefore, upon the 
specific information a nurse has regarding the patient's 
problem and her family relationship, almost as much as it 
does upon having knowledge of the disease and the impor- 
tance of measures of control. 

If we acknowledge the above-mentioned facts, we must 
agree that there is much more about maternity than just 
having a baby. The nine months of pregnancy and the 
weeks following birth are the culmination of the life process 
itself, stretching back to the beginning of time. No longer 
do we look upon a maternity case as requiring a year out 
of mother’s life; it is the integral part of life itself. Teach- 
ing the mother safety in childbirth depends not only on 
good care during the months of pregnancy, at birth, and 
afterwards, it depends on the father and mother even before 
they were married. Teaching the public about maternity 
is a much broader task than just strewing simple facts 
about the care the mother should seek, before, during, and 
after childbirth. If we are to teach the way to safe ma- 
ternity, we must remove it from the realm of a mere med- 
ical community or social problem and make it the interest 
of John Jones and his wife. It is only then we will be able 
to establish a sound basis to real health and social educa- 
tion. But we can teach Mrs. Jones only if we speak her 
language. The selected content of the teaching material 
must, therefore, be well planned and presented through 
methods that will be suited to the background and interest 
of the patient. This, as we see, presupposes an understand- 
ing of the patient’s family and home life, and all the factors 
influencing it. 
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Teaching the Nurse 

However, the emphasis placed on teaching the patient 
must be safeguarded by supervision. To make this integra- 
tion more effective, various methods may be used so as to 
prepare our young students as future teachers of social and 
health aspects. We may vé@ry readily see that this may be 
done by classroom projects, skits of variable nature, by a 
well planned out-patient department, and by closely super- 
vised home visits with a social worker or a visiting nurse. 
Only then integration of social and health aspects can be 
introduced in our basic curriculum, when every mentioned 
opportunity or situation will be seized by every instructor 
from the time the student enters the school of nursing 
until the completion of her nursing program. 

This skit can be presented by senior students while they 
are having their obstetrical services and after having some 
classes in public health. The sole purpose of this particular 
dramatization is to emphasize the maternal care in both, 
the antepartum and post-partum periods. 

It seems entirely appropriate, therefore, that, even in 
these days of acceleration, nurses should spend a few extra 
minutes in joint consideration of the problems pertinent to 
the common goal —a healthy new-born baby and a happy 
living mother. 


SYNOPSIS OF THE SCENES 

Scene I. The nurse and the mother discussing the pre- 
natal problems. 

Scene II. -The mother changes her attitude toward the 
maternity clinic. 

Scenz III. The nurse and the mother discussing the care 
of the baby. 

Scene | 

[When young Mrs. Jones soon expects to have a baby, 
when help is urgently needed and as the young couple is 
financially unable to assume full responsibility for maternal 
care, there enters a nurse from the Visiting Nurse Associa- 
tion, who is capable of dissipating this economic, emotional 
and mental distress|. 

Nourse: Good morning, I’m Miss Brown, the visiting 
nurse, are you Mrs. Jones? 

Morner: Good morning nurse, yes, I’m Mrs. Jones but 
I did not call for a nurse. 

Nourse: I was visiting your neighbor and she told me 


about some of your troubles. Having a few minutes to 


spare, I might be of some assistance to you. 

Moruer: Oh, there is no use telling you my troubles. 
I’m sure you can’t help me. 

Nurse: But, Mrs. Jones, why not talk these things over. 
It always helps to talk to someone. How many months are 


you pregnant? 


Motuer: About five months and I’m feeling worse 
every day. 

Nurse: Have you been to the doctor recently? 

Moruer: Doctor? We only have enough money to keep 
us alive now; and furthermore, why should I go to the 
doctor? 

Nurse: But Mrs. Jones, you don’t need much to go to 
the clinic. The maternity clinic is not far from your home. 
It is on the corner of Olive and Green Streets, and I’m sure 
you will be pleased with the doctors there. Could you tell 
me some of your symptoms? 

Moruer: You mean -how I feel. Well, most of the time, 
I’m‘ very dizzy, sometimes my vision is blurred, and the 
worst of all is I have pain when I urinate. 
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Nurse: Now, Mrs. Jones, you cannot lose any time. The 
clinic is opened Wednesday morning at 9:00 o'clock a.m. 
I will be there to meet you. ; 

Mortuer: Thank you, nurse, I’m so glad you visited me. 
Won't you come in and see me again? 

Nurse: I certainly will be back to.see you soon. Don’t 
forget the clinic on Wednesday. 

Motuer: Goodbye, Miss Brown. I will try to be there 
Wednesday morning. © 

Scene. Il 

[The same visiting nurse makes a visit to the patient's 
home after a week’s interval]. 

Nurse: Good morning, Mrs. Jones. 

MortHer: Good morning, Miss Brown, come right in. 
May I take your coat and hat? 

Nurse: Thank you, I will put my coat and hat over the 
back of this chair. And how do you feel today? 

Mortuer: I feel just fine, my appetite is better, I’m not 
so dizzy, and I have less pain when I urinate. 

Nurse: Oh, that’s fine, how did you like the clinic? 

Moruer: Everybody was just lovely to me. I certainly 
will go there as many times as they will tell me to come. 

Nurse: Don’t forget your urine specimen each time you 
visit the clinic. Do you take your medicine regularly? 

Motuer: I certainly do and it is helping me a lot. But 
nurse, I’m beginning to worry about the day to come. | 
have nothing ready and I don’t know what to do. 

Nurse: There is nothing to worry about. I’m sute we 
can settle the entire matter right now. 

Morner: But I have no clothes for the baby. I just did 
not care to get anything ready. I thought I would never 
live to see the little one. 

Nurse: Do you know how to sew? 

Motuer: Oh, yes, I do, but I would need some patterns. 

Nurse: I will get you a sample of every article needed 
from the clinic and here is a slip with the articles you need. 

Motuer: You can’t imagine how happy I am. I will 
start sewing as soon as you will get me the samples. But 
what will I use for a crib, there will not be enough money 
to buy a new one. - 

Nurse: Now Mrs. Jones, don’t worry about the crib. 


_This clothes basket will be just the thing for a crib. 


Mortuer: I’m so happy now that I have everything 
arranged. 

Nurse: I’m certain that we have discussed everything. 
And now, Mrs. Jones, take care of your diet, .as I told you, 
rest for a little while in the afternoon each day, and get 
some fresh air in the open. You can do all your house work, 
but don’t lift heavy objects, and be careful when you go 
down the stairs. 

Morner: Thank you very much Miss Brown, you surely 
were a great help to me. 

Nurse: I’m so glad that I could have this opportunity to 
be of some help to you. I will be back to see you again. Ii 
in due time some troubles come up call me up and I will 
be glad to help you. 

Scene Ill 

|The nurse visits the patient's home the day the mother 
comes home from the hospital]. 

Nurse: Good afternoon Mrs. Jones, I’m so glad to sec 
you home again, and how is the little one? 

Mortuer: Come right in nurse, and see our. little Alfred. 
Do you like the name, my father’s name was Alfred. I’m 
so glad you came, I was worried about giving a bath to 
the baby. The nurse in the hospital showed me how to 





make formulas, but she had no time to demonstrate a bath. 

Nurse: We can do that right now. I will go very slowly 
and you stop me if you don’t understand. [The nurse while 
talking demonstrates the entire procedure}. The clothes are 
laid out on the table, all the articles are placed in such a 
position that everything can be reached easily. Fill the basin 
with warm water and place the towel on the table in front 
of the basin. 

Moruer: How can you tell that the water is too warm? 

Nourse: It is easy, put your elbow in the water; if it feels 
comfortable to you then you can put in the baby. 

Morner: I’m so afraid that the water will run into its 
mouth and ears. 

Nurse: This is very easily prevented. | Demonstrates. | 
You put the baby into the basin, but you hold the head 
up with your left hand. Wash the face first, the head, and 
then the rest of the body. After the bath, place the baby 
on the dry towel and dry it very gently. tao 

Moruer: Should you warm the oil? 

Nurse: It is not necessary, but you can place the bottle 
in warm water while you are giving a bath. [Nurse demon- 
strates the oiling-of the baby.| Now we will be ready to 
put little Alfred in his crib. Did you get the clothes basket 
ready Mrs. Jones? 

Mortuer: I was afraid to use it, it is still in the closet. 

Nurse: [Nurse gets the basket from the closet. Demon- 
strates the preparation of a crib.| See now Mrs. Jones, you 
put the white bunting around the basket, then you put in 
the mattress, the rubber, and the small pad. We are now 
ready to put little Alfred into his crib. There is something 
else very important that I forgot to mention. These two 
chairs that you use to stand the basket on must be tied 
together so that they will not separate when the basket 
moves. Now I’m sure we have mentioned all. I will be in 
to see you in about three days. But don’t be afraid to call 
me up when you will need me. 

Motuer: Thank you so much Miss Brown, I surely will 
try to do my best. 


Undoubtedly, after reviewing this skit, we all admit the 
need of focusing our attention on the whole care of the 
patient. We cannot treat patients as mere cases, another 
maternity case, or another surgical case. A patient to us 
must be an individual whose dignity we must respect. Only 
then can we teach our patients the need of social and health 
responsibility. 

Yes, we must acquaint our student nurses with public 
health agencies in our communities, with social and health 
needs of each individual member, and with organizations 
that will alleviate their economic distress. But we must not 
forget that this integration calls for inclusion of Catholic 
spirit in all its endeavors and its activities. We cannot follow 
the modernistic philosophy underlying this new trend. Our 
Catholic principles must replace modern opinions. To us 
religious and Catholic nurses, a patient is a human being 
with his natural social and health needs, but above all this, 
he is a supernatural being whose needs are not satisfied 
by mere natural requirements. 
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Ill. Social and Health Aspects in Pediatric Nursing* 
Sister Mary Mildred Kenly, R.S.M., B.S.** 


IN THE past we have been accustomed to think of 

health teaching as the special prerogative of the public health 
nurse, but more and more we are coming to realize that 
health teaching should be a vital part of the basic curricu- 
lum. All nurses should be health teachers; meaning by this, 
that all nurses should engage in teaching in some form or 
another. As Frost says, the vital point in teaching: 
“is not one of method but of attitude and understanding. . . . More- 
over, the whole emphasis should be upon /earning rather than upon 
teaching. . . . Helping people to learn seems more possible and 
reasonable than teaching them.” 

Our young students, then, must have an appreciation ot 
the true meaning of health education and this must be 
carried over into their daily care of patients. Hubbard says 
in this regard, that “the understanding of health in nursing, 
is our understanding of the patient as a person with a past 
and a future, belonging to a group to which he will return” 
and that his personality will influence everything that is 
done for him, or that the student nurse teaches him to do 
for himself.” 

The social sciences are defined in the Curriculum Guide 
as including “all that relates to the social conditions and 
well-being of man as a member of society.”* In integrating 
the social aspects of nursing into our entire curriculum, we 
must endeavor to build attitudes in the young student in 
relation to her contact with patients. Nursing is essentially 
a profession dealing with service to others. How can the 
student best serve her patient? This is a question too com- 
plex to answer in a sentence, but surely one way she can 
serve him effectively is by viewing him as an individual 
living in society, with problems of his own, that more or 
less affect his illness and recovery. The time is past, we hope, 
when nurses can regard their patient as “just another case” 
with no thought of the circumstances which brought him 
into the hospital ward. 

The purpose of this paper is to show by a practical 
example how the social and health aspects of nursing were 
integrated into a small area of the Course in Nursing of 
Children — namely, in the case of an eczematous child. This 
child was treated in a small hospital lacking all those aids 
and helps of an active social-service department, and where 
it was impossible to secure a public health affiliation for the 
student nurses. 

That it is possible to effectively integrate these aspects of 
nursing into the basic curriculum, without setting in motion 
the complicated machinery of social service as we know it, 
can be seen from the case history of this child, showing how, 
even in informal teaching, this can be accomplished with 
the help of an alert supervisor and an interested student 


body. 


*Address delivered at the Sectional Meeting, “Integration of Social 
and Health Aspects in the Basic Curriculum in Nursing,” Wednesday 
Morning, May 24, 1944, of the Second Wartime Conference of the 
Catholic Hospital Association, Kiel Municipal Auditorium, St. Louis, 
Missouri. 
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Aspects of Nursing, p. 97. New York: The Macmillan Company, 1939. 

*Ruth Weaver Hubbard, “An Understanding of Health in Nursing,” 
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What Happens When Susie Goes Home? 

It was a cold November night when. we first made the 
acquaintance of Susie. All of the routine work in the 
children’s division was finished for the day and each little 
mite tucked into bed when our ears were pierced with the 
cries of an infant in distress. At the door we beheld three 
pitiful looking creatures. A woman, with tears streaming 
down her face and disheveled in appearance held a baby 
who was wrapped tightly in a sheet and screaming at the 
top of her lungs. A nice looking man was vainly trying 
to comfort both of them and looked the picture of misery. 
The house physician followed them into the division and 
told ‘us that the parents’ distress was due to the fact that they 
had been advised to leave Susie in the hospital, and were 
told that it would be many months before she would be 
cured. Christmas was just around the corner, and it would 
he rather a lonely one without their baby. Even the least 
sensitive nurse on the division seemed to sense the situa- 
tion and the pathos of it, and though each, perhaps, had been 
thinking a few minutes before of their “dates for the 
evening,” all was forgotten now, and the three students 
were “one” in wanting to help-them. 

One of the students took Susie to the little bed which was 
to be hers for so many long and weary months. It was close 
enough to the door so that the parents could watch the 
proceedings. One of the other nurses secured chairs for 
the parents and seated them where they could keep Susie 
right under their eyes, and stayed and talked to them in a 
friendly, interested way, which soon put them at their ease 
and quieted their worst fears. 

When the sheet was removed from around Susie, we 
found her little body covered with raw red splotches, which 
she was trying to scratch, like a little wild thing. Judging 
from the appearance of her body, we came to the conclusion 
that no effort had been nfade to restrain her in any way. 
We were instructed by the house physician to wash her 
whole body with warm olive oil in preparation for the 
application of Taralba B, an ointment with a tar base and 
containing Vitamin B. This was accomplished as expedi- 
tiously as possible, and the infant got almost instant relief. 
She was placed in her clean little bed and arms and limbs 
were gently restrained. A light cover was then placed over 
her because, though it was cold weather, these little patients 
are susceptible to heat and their skin becomes irritated, red, 
and swollen, taking months to heal, if they are kept too 
warm. Almost immediately she fell into a deep slumber, the 
first she had had for many days. 

The whole procedure was then explained to the parents. 
It was necessary to reassure the mother who was not of a 
particularly intelligent type, as to the necessity of restraints. 
She was afraid her baby’s arms and limbs would get stiff 
if kept in one position. The supervisor explained to her 
that each time anything had to be done for Susie, she 
would be released and her position changed and her arms 
and legs exercised. We finally succeeded in quieting her 
fears, and her hisband persuaded her to go home to get 
a much needed rest. They were told that if they were’ 
worried about the baby any time during the -night to 
call the children’s division and the nurse would be happy 
to give them a report. This pleased them very much. They 





had had Susie in anotner hospital and were told not to 
call, as they had not time to answer questions, but would 
notify them “if anything happened.” Unconsciously we had 
removed one of their inhibitions regarding hospitals. 

While there is some difference of opinion as to the causes 
of eczema, it is generally conceded in the case of a small 
infant, to be due to an allergy to the protein in milk. Since 
” Susie was but three months old, the doctor concluded that 
this was the cause of her eczema. In these cases, goat’s 
milk has proved very effective, and was ordered in this 
instance. Goat’s milk, however, is very expensive, since it is 
quite hard to get, costing about twice.as much as ordinary 
canned milk, and in the case of fresh goat’s milk, about 
three times as much as cow’s milk. Could Susie’s parents 
afford this? For the first time, the young students were faced 
with an economic problem which might affect the recovery 
of this child. Contacting the admitting office we learned 
‘ that the father had a fairly good position as a filing clerk, 
with a salary which, under ordinary conditions, would have 
been adequate in taking care of their needs. In addition, 
the father had Blue Cross insurance, which would take 
care of some of the expense for the time being. The father 
was proud and didn’t want Susie to be “a charity case” as 
he called it. “Get anything she needs and we will find the 
money somewhere,” he told the admitting clerk. The family 
lived with the wife’s parents, who would take no board 
while Susie was in the hospital, so, for the time being, we 
could go ahead with our worry. There was also a fund at the 
hospital, set up and sponsored by the ladies’ auxiliary to 
purchase medicines for the poor. We inquired and found 
that if the need arose, we could look for help there. 

Intensive treatment was begun and continued for several 
months before any improvement could be detected. During 
this time Susie’s parents visited her each week and went 
away each time, very much pleased. The nurse explained to 
the mother the necessity of keeping Susie dry at all times, 
not too warm, since this produced an itchy sensation, and 
never to use soap and water, since this brought on instant 
irritation and would slow up her ultimate recovery. The 
mother said her family doctor had told her all that when 
Susie first started with the eczema, but that she thought a 
nice warm soap-and-water bath would make her feel better. 
She told us it was impossible to keep Susie dry, and besides 
she had her housework to do and her neighbor told her 
never “to arouse a baby just to dry it.” We explained to her 
that in the normal baby that would be excusable, but that, 
since her baby’s skin was so sensitive, she would have to 
take special precautions. She discussed with us at this 
time going back to work, and since her husband approved, 
we encouraged her to do so, as it would keep her mind off 
the baby, and incidently increase the family income. 

After six months of treatment there seemed to be great 
improvement in Susie’s condition. She was now nine 
months old and able to eat vegetables and cereals in addi- 
tion to her goat’s milk, which she was learning to drink 
out of a cup. We had tried egg yolk with disastrous results, 
for she became swollen and fiery red all over her body and 
screamed with discomfort, rubbing her nose and eyes 
frantically. We instructed her mother never to give her 
eggs, unless ordered to do so by her doctor in later life. 

The house physician felt that Susie could now go home 
and suggested to the supervisor that he and one of the 
student nurses pay a casual visit to her home to “look the 
situation over.” This was easy to do, as everyone was on 
very friendly terms with the family. They went one morn- 


ing, and the family welcomed them and were eager to 
show them everything. Probably a better rapport existed here 
than could have been possible to establish between this 
family and the public health nurses. They were very sensi- 
tive and viewed this splendid body of women with suspicion, 
as did their neighbors, for some reason which we were never 
able to discover. 

They found the family living in a small six-room house, 
the grandfather and grandmother occupying one room, 
Susie’s parents another, and, surprisingly, there was a tiny 
room just for Susie, in addition to the kitchen, living room, 
and bath. Everything was spotlessly clean. The nurse who 
accompanied the house physician showed the mother how 
to prepare Susie’s formula using her own utensils. They 
fixed enough formula for the whole twenty-four hour period, 
placing it in a sterile milk bottle which the nurse had 
previously shown the mother how to prepare. In addition, 
they cooked some vegetables to have for the first day. The 
mother was shown how to prepare these vegetables without 
losing vitamins and it was impressed upon her that they 
should be cooked in small quantities and not left standing in 
the icebox for several days, as this destroyed the vitamins 
also. Both the nurse and doctor repeated this several times 
to her, for, unless she considered it important, it was more 
than likely that she would not do it for long. 

That afternoon the parents returned to the hospital for 
their baby. The house physician went over again with the 
mother the entire routine followed at the hospital, stressing, 
in the presence of the father, the necessity for preparing 
Susie’s formula and foods properly. He also told them that 
from time to time, they might expect to have trouble with 
Susie, as new foods were added to her diet. They were 
instructed to bring Susie back to the hospital for frequent 
check-ups, all of which they promised to do, and finally 
bore her off with triumph, and we felt confident that we 
would never see her again. 

We were much too optimistic, however, for one month 
later Susie’s mother called the division and in a frantic 
voice asked us what she should do. The nurse inquired in 
a calm voice what the trouble was and the mother incoher- 
ently tried to tell her. All we could make out of the conver- 
sation was that “something” was wrong with Susie, and: at 
the supervisor’s instruction, told the mother to bring her 
back to the hospital. When they arrived after about an 
hour’s time, we were horrified to see the condition of Susie. 
We could see that her eczema had returned in many places, 
especially in her hair and around the groins. Another such 
screaming, fighting, scratching bit of humanity would be 
hard to find. While the nurse undressed her and started 
treatment, the supervisor questioned the mother. Had she 
followed instructions about preparation of foods, etc.? Yes, 
she certainly tried to, but she was often in a hurry and 
couldn’t do things just exactly as the nurse showed her. 
The supervisor then asked what she had had for supper. 
“Cereal and vegetables,” replied the mother. “Are you sure 
that is everything she had?” inquired the supervisor. She 
answered, “Yes, except for a tiny bit of custard her grand- 
mother gave her — but that would never hurt her!” “How 
do you prepare your custard?” asked the supervisor. “Oh, 
I just take milk and sugar and eggs. .. .” A look of 
consternation then came over her face. Hadn’t she been 
told never to give Susie eggs? We had tried to impress 
this mother that eggs in any form were to be omitted, 
thinking she understood. 

We had to begin all over, but this time improvement came 
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much earlier. In about two months Susie was as good as 
new again. We were anxious to get her home, since a 
children’s division of a hospital is no place for a well child. 
Susie’s mother visited her that ‘afternoon and we saw that 
she had her pretty well under her thumb. If her mother 
corrected her, she would immediately start to scratch, which 
always brought her mother to her way of thinking. The 
supervisor explained to the mother that she would have a 
ruined baby if she kept this up, and simply to ignore 
Susie when she began to scratch, and, if she persisted, to 
restrain her without comment until she would begin to 
understand that she could no longer get her own way with 
this technique. This the mother promised to do, and several 
days later came to take her home. 


A. What the Students Learned From Caring for This 
Case 

1. The necessity of using tact in handling the excited 
mother and father of this child. They had to use every bit 
of psychology they knew in order to quiet them and allay 
their fears. This wasn’t just “a case” but a real live individual 
with all an individual’s personality problems to deal with. 
By their calm matter-of-fact manner, they gave the parents 
a feeling of confidence. 

2. They sensed from the mother’s distress that she would 
receive a great deal of consolation by having Susie as close 
to her as possible, and thoughtfully placed her in a bed 
which could be plainly seen from the door. (Parents are not 
permitted to come into the division proper and handle 
their children.) 

3. When brought face to face with an economic problem, 
the supervisor took the opportunity to encourage them to 
find out what resources would be available in case the 
family had insufficient funds to care for the hospital ex- 
penses. Susie being a private case, the various social agencies 
would hardly be likely to give much aid. They inquired 
about the fund sponsored by the ladies’ auxiliary and found 
that some aid could be gotten from it if necessary. 

4. The students themselves told the parents that they 
might call anytime “night or day” to inquire about Susie. 
One of them said she remembered how much comfort her 
own mother had gotten out of this very thing, when her 
little brother was in the hospital. 

5. They learned the importance of health habits in this 
particular case and were eager to pass this information on 
to the parents. 

6. They found out, after Susie’s second visit to the 
hospital, how important it is to explain in simple terms, 
any directions to be given. Even the most simple things are 
often misunderstood because the nurse is unable to put 
herself into the home situation, and realize that equipment 
and supplies which are plentiful in the hospital, may be quite 
makeshift or even lacking in the home. 


B. What the Students Taught the Parents 

1. That the hospital is the only place to treat a patient 
in the acute stages of an illness. 

2. The value of cleanliness, coolness, and dryness in the 
treatment of Susie. 

3. The necessity for restraint in this particular case. 

4. How to prepare vegetables, cereal, and formula for 
Susie in the home. 

5. How to handle Susie psychologically. 
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6. Confidence in the hospital personnel. This family had 
had a very unpleasant experience in another hospital which 
the nurses did a great deal to dispel by their manner and 
handling of the parents. 


Conclusions 

From this short sketch we can readily see the need for 
incorporating the health and social aspects of nursing into 
every phase of the field. No school of nursing is too small 
to excuse itself for neglecting this important factor in the 
training of the young student nurse. The smaller the hos- 
pital, the more it lends itself to the “personal” approach to 
patients. More time, also, is available to study the individual. 
On the other hand, fewer aids are at hand to facilitate the 
work, It is important for the student to be acquainted with 
the various social and health agencies in the community 
and helps her to view the hospital as but one link in the 
chain. Atkins says that: 
“the day is not far distant when hospital nurses have a regular 
channel for reporting to the heakth nurse in the field the patient's 


. . Public Health Nurses need such 


condition and nursing needs. . 
” 


reports, in addition to diagnoses and medical orders.’ 
Until such time as this may be worked out, however, much 
can be done in the manner described above to bring the 
young student nurse to a realization of the part she must 
play in the prevention of illness and the conservation of 


health. 
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The Disposal of Surplus Property to 
Health Agencies and Medical Institutions 


December 12, 1944 


THE improvement of the public health must be one of 
the prime postwar concerns of the nation. Where medical 
care is inadequate, where organized preventive medicine is 
nonexistent or of poor quality, where, for any reason, the 
people are not given every opportunity for healthful living, 
the government must use its resources to correct deficiencies 
in the basic medical services. One method by which enor- 
mous influence can be exerted is the distribution of surplus 
medical supplies as provided for in Public Law 457. 


Differentials in the Availability and Use of 
Medical Service 

The military and naval forces receive medical care and 
attention that compare favorably with the best to be found 
in civilian life. The services of the most thoroughly trained 
physicians in the world, with all necessary institutions and 
equipment, are available to the soldier and sailor from the 
induction station to the time of their discharge back into 
civilian life. Every protection against disease or injury is 
made compulsory while they are in the services.’ 

The formation of the large medical departments of the 
armed forces was possible only by drawing upon the medical 
resources of the nation. The manner in which physicians 
cooperated in this task — private practitioners and salaried 
physicians from public agencies, industry, and the philan- 
thropic agencies — is one in which we can derive the great- 
est satisfaction. The physicians of this country can be classed 
as the best not only in years of training but also in devotion 
to duty. 

As contrasted to the organization of medical services in 
the Army and Navy, the ten million men inducted came 
from civilian communities and economic strata with the 
widest variations in quality and quantity of medical atten- 
tion. Some came from rural.communities with no hospital, 
no local public health protection, and only a modicum of 
medical attention or none at all. 

Considering the medical environment from which they 
came, it is not too surprising that 46.2 per cent of all ex- 
amined registrants with Selective Service were rejected as 
unfit for military duty. Even among the registrants from 
urban areas, 41.2 per cent were found to be physically or 
mentally disqualified. 

The fact that physicians’ services are practically not avail- 
able in many areas, that hospitals, clinics, and health services 
have been established, as a rule, on the basis of local finan- 
cial support, and, most important of all, that diagnostic 
and therapeutic procedures in most cases of illness must 
be geared to the financial resources of the patient and his 
family, all of these have made their contribution toward the 
regrettable state of our public health. The Surplus Property 
Act will be of great assistance in the postwar program for 
a healthier nation. 


Benefits Accruing to the Public Health From the 
Distribution of Surplus Medical Property 
The Congress has provided, under Section 13 of the 
Surplus Property Act, that transfers of surplus property 
to local govefnmental units and to tax-supported and non- 
profit institutions shall be on the basis of need and has 


established priority for such distribution, after transfers to 
Federal agencies. 

There is at the present time not only a very poor distribu- 
tion of physicians and all types of facilities for the medical 
care of the people of the United States, but in many situa- 
tions there is a partial or total absence of doctors and 
facilities. As an example of the need it may be stated that 
approximately 40 per cent of the counties of the country 
are completély without recognized hospitals. It naturally 
follows that such situations are lacking as well in physicians, 
nurses, medical technicians, etc., treatment and diagnostic 
centers, and all kinds of medical, public health, and hospital 
equipment. 

The millions of men and women in the armed services 
today are getting the best that the medical profession is able 
to give. When these people return to their respective areas 
and homes they will demand, and should have, just as 
good medical and hospital care as they have become ac- 
customed to getting while in the Service. 

Some of the benefits to the public health which will 
accrue are: 

1. Worn-out and obsolete equipment and instruments 
in hospitals, clinics, and health departments may be 
replaced on the basis of need rather than on the basis 
of ability to pay. This is particularly urgent now since 
such equipment and instruments have been almost un- 
obtainable since the beginning of the war. Even the best 
of hospitals are forced to use equipment and instruments 
that should be replaced. 

@ Diagnostic and therapeutic equipment, instruments, 
and supplies will be made available to physicians and 
to patients who do not enjoy the benefits of modern 
medicine. By placing such properties in strategically 
located health centers, where hospital service is im- 
practicable, and by education of practicing physicians to 
their use, a great improvement in the quality and an 
increase in the quantity of medical care will result. 

3. Diagnostic and therapeutic equipment will be made 
available to persons heretofore ineligible for the use ot 
such equipment because of poverty. This need is greatest 
in rural areas but operates to discriminate against some 
economic classes in all areas. By placing such equipment 
where it will be used on a community basis by all physi- 
cians, for all patients, the unit cost for each test or treat- 
ment can be reduced. 

4. Physicians and dentists will be attracted to com- 
munities that need their services. It is well established 
that in seeking a location for practice, or a relocation, 
professional men choose areas containing medical facili- 
ties with which to work. Also, the distribution of these 
medical properties at a disposal price which takes into 
consideration the public benefits accruing from their use 
will operate still further as an incentive to physicians and 
dentists to settle in rural areas. 

The need for development of new, or the amplification 
of present hospital, public health, and medical facilities, 
in rural areas has already been referred to. A proper 
distribution of surplus medical supplies or property in 
needy rural areas meets several of the declared objectives 
of the Surplus Property Act, such as wide and equitable 
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distribution, absence of speculation, aid to family type 
farming, and assistance to returned veterans. As stated 
later in this memorandum, about forty per cent of the 
counties of the several States (1,200) have no recognized 
hospital facilities. These counties have over 15,000,000 
population and are mainly rural areas. 

These factors will be important to the medical or 
dental veteran of the war during the next few years. 
They are always of paramount concern to the recent 
professional graduate. 


Categories of Surplus Properties Needed for the 
Public Health 
Such properties fall, for purposes of administration, into 
three main categories: 


“a" Category 

Items used exclusively or principally by physicians, den- 
tists, veterinarians, sanitary engineers, nurses, medical tech- 
nicians, and other related medical and public health per- 
sonnel. It is believed that the purposes of this Act, as ex- 
pressed in Section 13, will best be served if the items falling 
into this category are earmarked and set aside exclusively 
for public health. The U. S. Public Health Service should be 
authorized to act as the certifying agent for their distribu- 
tion. There are several classes of such materials: 

1. Items constructed for and used by medical and 
public organizations on the basis of a war-connected 
need, the loss of which would seriously affect the public 
health. (Examples — federally constructed hospitals, hos- 
pital additions, and health centers in war-congested areas, 
venereal-disease rapid-treatment centers and their equip- 
ment.) 

2. Items whose principal use is for medical purposes 
or for the benefit of the public health. (Examples — 
ambulances, electrocardiographs, surgical instruments, 
dental units, biologics, water and sewage treatment 
equipment and supplies, hospital beds, medicines and 
clinical laboratory equipment.) 


“BRB” Category 

Items which are used exclusively or principally by medical, 
public-health, and educational agencies and which can be 
used by such agencies to materially improve the public 
health. (Examples — microscopes, first-aid kits, audiometers, 
chemical and bacteriological laboratory supplies and equip- 
ment.) 


“ge Category 

Items essential to the operation of medical and public 
health programs which are needed also in other activities. 
(Examples — typewriters and other office equipment and 
supplies, automobiles, clothing, bedding, hand and machine 
tools, food, food processing and serving equipment, laundry 
equipment, electric fans, and precision instruments.) It is 
suggested that a fair proportion of the total surplus avail- 
able in this category be allocated for disposal to medical, 
hospital, and public-health agencies. 


Administrative Plan : 

On the assumption that the Surplus Property Board will 
work closely with existing state agencies in the disposal of 
surplus property, it is suggested that the Public Health 
Service be designated to act as certifying agent for the 
Board. In such intermediary capacity, the Service could 
utilize its existing organization in dealing with State and 
local health and medical organizations. The Public Health 
Service has worked in close cooperation with such state and 
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local agencies for more than fifty years. Since 1g02 that 
cooperative arrangement has had approval of the Congress. 
Today, more than twenty million dollars are distributed 
because of this background and extensive experience is well 
organized and equipped to deal with state and local agencies 
and to act as a screen for their requests. 

The Public Health Service has eleven District Offices 
now functioning in the United States, including Alaska, 
Hawaii, Puerto Rico, and the Virgin Islands. These 
offices are always in close touch with State and local health 
organizations in their respective districts, and have for years 
aided and consulted with them in carrying out their pro- 
grams and functions. 

The Service stands ready to make its large and well 
functioning organization immediately available to the 
Surplus Property Board in administering the Surplus Prop- 
erty Act of 1944. The existing organization of the Service 
may be used effectively and quickly. It has already con- 
sidered many of the physical problems and administrative 
difficulties associated with the distribution of surplus prop- 
erty and is prepared to extend its activities in this respect. 

The device outlined above will make use of existing state 
agencies. It will make use of an already smoothly working 
cooperative arrangement between state public-health agencies 
and federal public-health representatives. It will eliminate 
many problems of distribution, simplify others, and will be 
invaluable in determining needs. There are more than three 
quarters of a million beds for non-federal beneficiaries oper- 
ated by state and local governments. There are about seven 
thousand hospitals registered by the American Medical Asso- 
ciation. There are about 1200 counties with over 15,000,000 
population (about 40 per cent of total counties) without 
recognized hospitals. There are a large number of state, 
county, and city health departments that will have an inter- 
est in surplus property disposal. Under the plan recom- 
mended here the Public Health Service, through the respec- 
tive state boards of health, will be able to bring all of these 
prospective buyers into contact with the sellers or disposal 
agencies of surplus medical property and supplies. 

Within such organizatién as may be established by the 
Surplus Property Board in each state to carry out the gen- 
eral purposes of Public Law 457, the state department of 
health should be the state agency directly responsible for the 
distribution of medical and public health surplus property. 
The state department of health should be guided by an 
advisory board made up of representatives of all professional 
groups concerned in the distribution of such properties. This 
would include representatives of local public health organ- 
izations, voluntary health groups, state, county, and munic- 
ipal hospitals, nonprofit associations, and church-supported 
hospitals, and the medical, dental, and veterinary profession. 
Others could be added as local conditions warrant. 


Functions and Responsibilities of the U. S$. Public 
Health Service : 

t. In keeping with the regulations of the Board, to 
develop criteria and formulae, for the determination of 
relative needs between the several states and territories 
and to assist the states in developing such criteria for 
intrastate use. 

2. To furnish to the Surplus Property Board such 
assistance as may be requested in the establishment of 
disposal prices for surplus property in accordance with 
Section 13 (a) (1) (C). 

3. To inspect all surplus medical property to determine 
its quality, durability, and usefulness insofar as such 





inspections and determinations are not’ made by the 
Bureau of Standards, Food and Drug Administration, or 
other proper agency. 

4. For purpose of certification to the Surplus Property 
Board, to review and approve the plans of the several 
state departments of health with respect to the disposal 
of surplus medical property and with respect to the 
determination of intrastate needs. 

5. To assist the various disposal agencies in the 
dissemination of information relative to the amount, 
location and price of surplus property. 

6. To receive from states, and to review, approve, 
and certify specific requests for surplus property avail- 
able for disposal. 

7. To furnish to the state health departments on 
request such personnel assistance as the states are unable 
to procure through their own resources, in addition to 
that already available, to carry out the provisions of the 
Surplus Property Act. To furnish to the state agency 
established by the Surplus Property Board insofar as 
feasible and, when requested, any possible technical 
assistance in carrying out the provisions of the Surplus 
Property Act. 

8. The Public Health Service operates with all the 
states on a regional basis through its several District 
ofhces. In all phases of this administrative plan, the 
Service will deal with the states through the district 
directors of the Public Health Service. State plans and 
requests for surplus property will be acted upon gen- 
erally in accord with recommendations of the respective 
district directors. 

Functions and Responsibilities of the State Department 


of Health 
1. In keeping with the regulations of the Board and 


of the state property disposal authority, to develop 
criteria for the determination of relative needs within 
the states and to submit all such criteria to the state 
authority and the U. S. Public Health Service, for 
approval, on a statewide basis representative of all 
medical and health requirements. 

2. To assist the disposal agencies by putting them in 
touch with the institutions and public health organiza- 
tions eligible under the Act, and generally to work out 
methods that will assist buyer and seller in keeping in 
close touch in order to expedite and simplify disposal. 

3. To receive from eligible institutions, agencies, and 
persons applications for available surplus property, to 
review and approve such applications and forward them 
through channels to the U. S. Public Health Service. 


Recommended Price Policies 

Section 13 (a) of the Surplus Property Act provides that 
in the disposal of properties to local governmental and 
nonprofit institutions, transfers shall be made on the basis 
of need. Section 13 (a) (1) (C) provides that consideration 
shall be given to any benefit which has accrued or may 
accrue to the United States from the use of public health 
and educational property in the same type of transfer. 

Thus, it is believed that, in either a sale or lease, the 
disposal price of medical properties to states, local govern- 


. ments, and nonprofit associations would be determined by 


subtracting the value of public benefits from the fair 
market value. 

In view of the oft-repeated Congressional intention with 
respect to surpluses suitable for medical, hospital and public- 
health use, it would appear appropriate to suggest a policy 
of nominal prices not beyond the cost of “care and han- 
dling” following the date such surpluses are available to 
the Public Health Service for certification. 


Minutes of the Conference on Internships 
of the Association of American 
Medical Colleges 


Palmer House, Chicago, Ill., Feb. Il, 1945 


Present Were the Following Delegates: 

Association of American Medical Colleges: Jean A. Cur- 
ran, M.D.; Russell H. Oppenheimer, M.D.; Loren R. 
Chandler, M.D.; Ewen M. MacEwen, M.D.; Harold S. 
Dichl, M.D.; Arthur C. Bachmeyer, M.D.; Fred C. Zapffe, 
MD. 

American Medical Association: F. H. Arestad, M.D. 

American Hospital Association: Robin C. Buerki, M.D.; 
H. M. Hullerman, M.D. 

American Protestant Hospital Association: 
Joseph A. George; E. I. Erickson; Leo Lyons. 

Catholic Hospital Association: Reverend John W. Bar- 
rett; Reverend John J. McInerny. 


Reverend 


The Following Topics Were Considered: 

I. Decision by the Association of American Medical Col- 
leges at its Executive Session in Detroit, October, 1944, not 
to release information regarding student records in support 


of applications for internship appointment until after the 
end of the junior year. This action having been unanimously 
approved by a full session of the Association, and re- 
affirmed by the Council of the Association at its regular 
meeting on February 10, 1945, it was voted by the delegates 
present to support this action as an essential step in bring- 
ing the situation under control. ‘It was agreed that this 
restriction in the sending of information to the hospitals 
should include letters of recommendation and summaries 
of scholastic records from the deans’ offices, transcripts of 
records, and letters from members of college faculties, Also 
staffs of medical college teaching services should very 
carefully refrain from conversations with their clinical 
clerks which may be interpreted as promises of internship 
appointment. 

II. Uniform Application Blank for Internships. It was 
voted that such a blank be prepared by a committee and 
submitted for approval to the several participating organi- 
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zations. The following committee was appointed: Dr. Jean 
A. Curran, Chairman, Association of American Medical 
Colleges; E. I. Erickson, American Protestant Hospitai 
Association; Reverend J. W. Barrett, Catholic Hospital 
Association; H. M. Hullerman, M.D., American Hospital 
Association. 

III. Appointment of Interns. It was moved by Dr. 
Chandler and seconded by Father Barrett that hospitals be 
requested not to make appointments for internships until 
they have received recommendations and credentials cover- 
ing the first three academic years of medical school work 
(after completion of the junior year). The motion was 
carried. 

IV. Filing of Applications. It was moved by Dr. Diehl 
and seconded by Dr. Rees that students be discouraged 
from filing their applications and that hospitals be requested 
not to consider applications for internship until after the 
student has completed the work of the junior year in 
medical school. Motion carried. 

V. Action on Notification of Appointment. It was moved 
by Dr. Bachmeyer and seconded by Mr. Erickson that the 
Hospital Associations request their members to grant student 
applicants an interval of ten days for acceptance or rejection 
of an appointment to an internship. Motion carried. 

Note: These actions will be referred for approval to the 
American Hospital Association, Catholic Hospital Associa- 


tion, and American Protestant Hospital Association, through 
their representatives present at this meeting. The representa- 
tive of the Council on Medical Education and Hospitals 
of the American Medical Association was recorded as not 
voting on the above actions because of a ruling concerning 
salaried staff members of the Council.. However, the above 
actions were submitted by Dr. Zapffe to the Council on 
Medical Education and Hospitals of the A.M.A. which 
was then in session. The Council voted unanimously to ap- 
prove these recommendations in principle as highly de- 
sirable objectives but it cannot take responsibility for work- 
ing out the technical details for making them effective. 
That effort must be left to the various groups concerned 
and participating. Since the majority of the representa- 
tives of the Association of American Medical Colleges pres- 
ent are also members of the Association Council, it was 
agreed by them that we might assume that the approval of 
the colleges was secured. 

Before adjourning the delegates suggested and urged that 
the Hospital Associations, and the Council on Medical Edu- 
cation and Hospitals of the American Medical Association, 
notify the Secretary of the Association of American Medical 
Colleges of the acceptance of these actions by their respec- 
tive groups and arrange for early publication of these actions 
in their respective publications and as nearly simultaneously 


as possible. 





PAN-AMERICAN SANITARY BUREAU 
WASHINGTON, D. C. 


JANUARY 2, 1945 
My dear Father Schwitalla: 


I want. to take this opportunity to thank you for having 
brought to my attention the importance of having your Asso- 
ciation properly represented at the recent Secend Regional 
Inter-American Institute on Hospital Administration and Or- 
ganization held in Lima. 

All of the clergy, Bishop Alter, Monsignor Griffin, and 
Father Bingham, added most materially to the success of the 
Institute, which I believe all of our Latin-American friends 
as well as those of us from this country feel was one of 
the most successful "Conferences" ever held under the auspices 
of the Pan-American Sanitary Bureau. 

I particularly noticed at the Institute the large number 
of Sisters of religious orders, who furnish nursing and other 
services for hospitals, in constant attendance, and I am 
confident that the good which will result from the lectures 
of the experts in hospital organization and administration : “Safes 
will result in great benefit to all of the hospitals of naa 
Latin America, including, of course, those administered by you 3 
the Church. Miss Dorothy Foley, of our nursing staff in meet, 
Quito, was in constant touch with the Sisters who attended chemic 
the Institute. i ais 

With best wishes for the New Year, I remain Saftifl 

Sincerely yours, who ki 
/s/ Hugh S. Cumming 
Director curt 
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Your patient had a set-back, eh? 
Ain’t that a low-down shame! 

I hid in your solution jar — 
PETE PYROGEN’S my name. 


You'd best insist on SAFTIFLASKS 


To beat my clever game! 


SAVE TIME — MONEY — LIVES 


...switca 10 CUTTER Safijflaak Solultiona 


Check these 3 reasons why: 


"Safety first” goes for parenteral 
solutions, always! Cutter caution, 
Cutter’s rigid requirements, bring 
you solutions in Saftiflasks which 
meet, and pass, every known test— 
chemical, physiological, bacterial! 


For economy, too — you'll insist on 
Saftiflasks. Hospital superintendents 
who know their cost accounting know 


that Saftiflasks beat the high cost of 
overhead. “Mixing your own” has lost 
its allure! 


For convenience, certainly! Simple 
equipment, like Cutter Saftiflasks, 
gives you extra protection now when 
staffs are short or inexperienced. No 
tricky parts to wash, sterilize, or 
break down in use. 

Get all the benefits of Saftiflasks 
— starting at oncel 


CUTTER LABORATORIES - BERKELEY - CHICAGO +» NEW YORK 








CUTTER 


Fine Biologicals and 
Pharmaceutical Specialties 
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sistant. 


121-123 East 24th Street 





CRACKED ICE CONTAINER 


[jou walls are made of heavy gauge sheet steel, 
electrically welded into one solid piece. 


Three inches of insulation is placed between the walls 
— construction that equals the best domestic refriger- 
ation insulation. Doors are full sized for easy filling 
and are efficiently sealed with an oversize molded rub- 
ber gasket. All hardware is substantial and rust re- 


Approximate capacity 70 lbs. of cracked ice. Chute 
door provided for removing ice as wanted. Only 
scoop comes in contact with ice. Has air sealed drain 
trap. White enamel finish with black feet and trim. 
Overall size: Height 5134”, Width 25”, Depth 14”. 


Price $48.30 each 


F. O. B. Factory 


STANLEY SUPPLY CO. 


HOSPITAL SUPPLIES & EQUIPMENT 


New York 10, N. Y. 


Branches: 


Columbia 24, S. C. . 


Indianapolis 4, Ind. 
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Hospital Activities 


States, and is one of four in the entire country. 


CATHOLIC COLORED CLINIC 
CONDUCTED BY MEDICAL MISSIONERS 


The Catholic Colored Clinic, Atlanta, Ga., 
is the newest mission conducted by the 
Medical Mission Sisters, whose motherhouse 
is in Philadelphia, Pa. The Clinic was started 
in June, 1942, by Miss Sarah Fahy of Rome 
City, Ga., and is an outgrowth of missionary 
work performed by a group of Catholic 
women of Atlanta. Last year, Most Rev. 

- Gerald P. O'Hara, D.D., bishop of the 
Savannah-Atlanta Diocese, invited the Medical 
Mission Sisters to take over the Clinic. Three 
Sisters were assigned to the mission and began 
their work last October. 

The Clinic, which is located in Our Lady 
of Lourdes Parish, the Catholic colored parish 
in Atlanta, offers five services — medical, 
surgical, gynecological and obstetrical, pedi- 
atric, and venereal diseases. The medical 
director is Dr. Joseph Hines, a Catholic. His 
son, three Protestant doctors, and two phar- 
macists are giving their services gratuitously. 
The Sister in charge of the Clinic is Sister 
M. Clare Carroll, B.S., R.N., and working 
with her are Sister M. Regina Green, R.N., 
and Sister M. Xavier. 

The Sisters’ other recent development in 
the United States, their school for nurse- 
midwives at the Santa Fe Catholic Maternity 
Institute, Santa Fe, N. Mex. (reported on 
page 32 ofthe January Hosprrat Procress), 
opened its first class on February 1. Two 
students, both of whom are trained nurses 
and possess the necessary public-health ex- 
perience, have been accepted. The Institute 
has been affiliated with the Catholic Uni- 
versity of America. This is the only Catholic 
school of nurse-midwifery in the United 


38A HOSPITAL PROGRESS 


The others are the Lobenstine School of 
Nurse-Midwifery, New York, N. Y.; a school 
connected with the Frontier Nursing Service, 
Wendover, Ky.; and another for colored 
nurses at Tuskegee, Ala. _ 


INSTITUTE ON WARD ADMINISTRATION 


Twenty-two registered ‘Sister-nurses from 
various parts of the Dominion of Canada 
attended the Institute on Ward Administra- 
tion at the University of Ottawa School of 
Nursing, Ottawa, Ontario, January 22 to 26, 
1945. 

The lectures centered around the follow- 
ing topics: Modern Trends in Nursing; 
Public Relations and Public Education; The 
Philosophy of Education as Applied’ to 
Clinical Supervision; The Ward as the Labo- 
ratory to the School of Nursing; Ward 
Teaching; Qualifications and Qualities of the 
Supervisor; Efficiency Rating of Students; The 
Auxiliary Worker; The Supervisor and the 
Graduate Nurse; Vocational Guidance and the 
Supervisor; The Undiagnosed Case of Tuber- 
culosis in the General Hospital; and Fire 
Hazards. 

Faculty members and lecturers active in the 
conduct of the Institute included Reverend 
R. Gendron, O.M.1., of the University- of 
Ottawa; Sister Madeleine de Jesus, s.g.c.; 
Miss Helen O’Meara, R.N.; Reverend J. 
Gravel, O.M.1., of the University of Ottawa; 
Dr. Arthur Powers; and Inspector A. D. 
Dear of the Fire Prevention Commission. In 
addition to the extensive service units of 
Ottawa General Hospital, the facilities of 
Strathcona Hospital were made available to 
the students for visits and demonstrations — 
Miss V. Belier, R.N., in the latter hospital, 


effectively presenting various phases of Isola- 
tion Technique. 

Round tables were conducted in Professional 
Ethics and Saving of Time and Supplies. 
Demonstrations were carried on at the 
Ottawa General Hospital in the pediatric, 
obstetrical, medical, and surgical wards to 
exemplify the various types of ward teaching. 
At the Strathcona Hospital for Contagious 
Diseas& a very interesting demonstration ex- 
plained isolation technique in detail and was 
followed by a visit through the hospital. 

When a busy week came to a close the 
Sisters, who had participated freely and 
enthusiastically in the discussions, were 
unanimous in concluding that the Supervisor 
should be a well prepared executive experi- 
enced in her special field; that the ward situ- 
ation provides for much stimulation, for 
practice which has a real purpose, for learn- 
ing which will be retained, and for devel- 
oping important attitudes and appreciations 
in the student. 


APPROPRIATE LARGE SUM FOR 
TRAINING PHYSICAL THERAPISTS 


The National Foundation for Infantile 
Paralysis has appropriated $1,267,600 for the 
training of vitally needed, qualified physical 
therapists. Because of the critical shortage 
of these specialists, the proper care of infantile 
paralysis victims is endangered. Announce- 
ment. of this large appropriation was made 
on March 19 by the president of the founda- 
tion, Mr. Basil O'Connor. In part, he said: 
“Today there are only 2,500 qualified physi- 
cal therapists, of whom more than half are 
in the armed forces. With earlier and more 
extensive use of such methods of treatment, 
so imperative in the treatment of infantile 
paralysis, twice the number already trained 
could be used for this disease alone. It is 
estimated that an additional 5,000 could be 
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Many years of clinical experience with CORAMINE* (pyridine- 
5 ce. size beta-carboxylic acid diethylamide) have demonstrated that 
(0 R Al satisfactory results cannot be expected from an injection of an 


24. by weight, of 


mine. carbo’ inadequate quantity in shock conditions. A single intravenous 














injection of at least 5 cc. is necessary to restore respiration 


and circulation, as well as to increase intramuscular pressure. 





Subsequent maintenance dosage of 1.5, 3.0, or even 5.0 cc. 


intramuscularly three or four times daily usually follows. 
SHOCK due to trauma, surgery, anesthesia, extensive burns. 
ASPHYXIA — neonatorum, drowning. 


POISONING due to opiates, hypnotics, alcohol, carbon 
monoxide. 


CORAMINE 


5 cc. Ampuls—Cartons of 3 and 
*Trade Mork Reg. U.S. Pat. Off. 
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Fighting Men Come 


The needs of our fighting men must be met—and here 
at Corning we are devoting every effort to that end. If 
laboratory ware is needed by our Armed Forces on the 
fighting front; if it will serve the nation’s war effort in 


the production of vital matériel; if it will aid in saving 
the life of just one American boy—then it takes first 


place here at Corning. 


Your laboratory supply dealer may at times be tem- 
porarily out of certain standard catalog items in Pyrex, 
Vycor and Corning brand Ware. And Corning’s Lamp 
Shop may be unable to fabricate your special apparatus. 

When peace returns your laboratory supply dealer 
and Corning will again be enabled to provide the 
service you desire and merit. Until then, Victory and 


your fighting sons come first at Corning. 


“PYREX”, “VYCOR” and “CORNING” are registered 
trade-marks and indicate manufacture by 


CORNING GLASS WORKS -« 


CORNING, N. Y. 


BALANCED FOR ALL-AROUND USE 





brand LABORATORY GLASSWARE 
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(Continued from page 38A) 
used right now, not only for the treatment 
of infantile paralysis but also for aiding 
recovery from many other diseases and dis- 
abilities.” 

The $1,267,600 program consists of: (1) 
$1,107,000 for scholarships to train new 
physical therapists; (2) $82,000 for fellow- 
ships to provide additional teachers; (3) $78,- 
600 for general development of the field of 
physical therapy. The special committee is 
headed by Dr. Irvin Abell, of Louisville, Ky., 
chairman of the board of regents of the 
American College of Surgeons. 

Preparation for entrance into approved 
schools of physical therapy requires graduation 
as a nurse, or physical cducator, or two 
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years of college training including biology 
and other basic sciences. Applications for 
scholarships should be made to The National 
Foundation for Infantile Paralysis, 120 Broad- 
way, New York 5, N. Y. 


NEW SALARY SCHEDULE AT ST. MARY’S 


A new schedule for salaries for nurses at 
St. Mary’s Hospital, Quincy, IIl., worked out 
by Miss M. Anderson, superintendent of 
nurses, has been approved by Sister M. Ferdi- 
nand, O.S.F., superintendent of the hospital. 

According to the revised scale, supervisors 
will be paid $5.50 per day or $165 per 
month. Head nurses (with teaching responsi- 
bility) will receive $5.30 per day or $159 
per month, while head nurses without teach- 
ing responsibility will be paid $5.00 per day 
or $150 per month. Staff nurses (on general 
duty, day or night) will receive $4.50 per 
day or $135.85 per month. Salaries are 


quoted on the basis of eight consecutive hours 
of duty a day, with one meal. An increase 
in pay of $5.00 will be given for the first 
four consecutive years of service. Membership 
in the National League of Nursing is re- 
quired of all supervisors and head nurses with 
teaching responsibilities. 
Vacations and Sick Leave 

Vacations will not be granted until a nurse 
has been on duty a minimum of six months. 
Fourteen days of vacation will be granted 
after completion of 12 consecutive months 
of service. 

One day of sick leave will be granted for 
each month of service, while 14 days will be 
granted after one year of service. Time for 
sick leave is not cumulative. All nurses 
permanently employed are asked to take out 
hospital insurance. A chest X-ray and Wasser- 
man test are recommended for each employee 
on admission, with a follow-up annually; 
these are given free of charge. 

In regard to days off, one free day is 
granted each week at the convenience of the 
departments. Time schedules are to be posted 
a week in advance. The following holidays 
or the equivalent in time off is given with 
pay: New Year’s Day, Decoration Day, 
Independence Day, Labor Day, Thanksgiving 
Day, and Christmas. 

Resignations 

Anyone desiring to terminate her services 
is expected to give a written notice 30 days 
in advance. If occasion demands it, a nurse 
may terminate her services by giving a 14- 
days written notice through an agreement 
with the director of the nursing office. 

Cost of Living 

Figures show -+hat the cost of living for 
nurses in Quincy is 12 to 15 per cent less 
as compared with such cities as St. Louis, 
Chicago, and Cincinnati. The hospital will no 
longer launder the nurses’ uniforms at the 
expense of the institution. 

Reward for Loyalty 

In submitting the new salary schedule for 
approval, Miss Anderson stgted that it “is 
intended as a part compensation to our faith- 
ful staff nurses for their loyalty in remaining 
with us when such attractive and compen- 
satory positions would lure them elsewhere.” 

This scale is a 20-per cent increase over 
the past scale of salaries. 

BLUE CROSS NEWS RELEASES 


Members of the Blue Cross Plan in various 
states of the Union have reported news to us 
about their particular groups. We have re- 
ceived the following: 

New Jersey. The Hospital Service Plan 
of New Jersey, established in 1932 and serv- 
ing the entire state, recently passed the $10,- 
000,000 mark in payments. A total of $10,- 
064,748.68 was paid in behalf. of 157,791 
hospital cases. The present enrollment in this 
state now exceeds 617,000 persons from prin- 
cipally about 3,000 organizations. The Plan 
now has contracts with 172 cooperating hos- 
pitals and provides for benefits in other gen- 
eral hospitals anywhere in the United States 
and abroad. 

To mark the passing of the $10,000,000 
mark, a picture was taken at the presentation 
of the check by Mr. H. Theodore Sorg, pres- 
ident of the New Jersev Plan, to Sister Alice 
Regina, superintendent of St. Elizabeth’s 
Hospital at Elizabeth. Present, on this occa- 
sion, was Msgr. Ralph J. Glover, vice-pres- 
ident of the Hospital Service Plan of New 
Jersey and director of the Associated Catholic 
Charities and of the Catholic Council of New 
Jersey. Msgr. Glover has been associated with 
the Plan since its origin. 

New York. The Associated Hospital Serv- 
ice of New York, sponsored by 250 hospitals 
in the New York area, has raised the age 
limit for individual enrollment from 60 to 
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GIVE THE HOSPITAL 
A PRETTY FACE WITH LAMINATED PLASTIC 


eooeeeee @ You can give old hospital walls and columns a velvet smooth skin 





Decorative inlays are | With Formica laminated plastic panelling and what a skin! Thrill- 
possible. All popular ing beauty—for all the colors and wood finishes have a limpid 
wood finishes are cre- depth and flower like richness imparted by the synthetic resin. 
ated by impregnating This lovely surface never cracks or checks, it never blisters or 


actual veneers with plas- tarnishes. Washing cannot harm it, and only soap and water is 


oe NG OR ecsiad te keep it perpetually luminous. Therefore it never has 
an added layer of trans- ; . 

to be refinished. 
parent plastic. 


It will make an old building look modern and stamp a new one 


eceeecese 
as definitely post-war. 


THE FORMICA INSULATION COMPANY 


4667 SPRING GROVE AVENUE, CINCINNATI 32, OHIO 


A special grade of Formica is available for dresser tops, bed tables and 
overbed tables. Food, fruit juice, mild chemicals, medicines, strong 


alcohol and lighted cigarettes will not stain or damage it. 
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65. The age limit of 65 still remains in effect 
for persons who enroll in groups. 

Recently elected to the board of directors 
of the New York Plan is Mr. Roy E. Larsen, 
president of the United Hospital Fund. He 
replaces Mr. David H. McAlpin Pyle who 
died last November. 

Pennsylvania. The Associated Hospital 
Service of Philadelphia topped the $12,000,- 
000 mark in payments to hospitals on Febru- 
ary 10, when checks were mailed to member 
hospitals for care during January. This figure 
covers the bills of 210,000 subscribers during 
the past six years. About 90 per cent of the 
money ($10,866,000.48) has been paid to the 
68 Philadelphia-area hospitals; the remaining 
$1,209,579.16 has gone to other institutions 
throughout the country. 
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Rhode Island. ‘The Hospital Service Cor- 
poration of Rhode Island, in receiving the 
official approval of the board of trustees of 
the American Hospital Association for the 
sixth consecutive year, was offered special 
congratulations for having the highest per- 
centage of eligible subscribers enrolled in 
any Blue Cross Plan. There are now more 
than 265,000 subscribers in this state. 

Missouri. A new non-profit medical-service 
plan was launched, March 12, in Missouri. 
It is the Missouri Medical Service, through 
which the people of Missouri may volun- 
tarily enroll to obtain medical and surgical 
care in hospitals. Dr. Carl F. Vohs of St. 
Louis is president of the new medical plan 
and chairman of the Medical Economics Com- 
mittee of the Missouri State Medical Associa- 
tion. The plan is sponsored by the state 
medical association and local county medical 
societies throughout the state, comprising 3,- 
250 doctors. Sixty per cent of the doctors of 
St. Louis and St. Louis County and 40 per 


cent of those of the state have signed partic- 
ipating physician contracts, guaranteeing to 
deliver the service to members. 

Enrollment in the plan will be offered 
through Blue Cross of St. Louis, of which 
Ray F. McCarthy is director. Dr. Vohs pointed 
out that the two organizations are separate, 
but stressed the fact that considerable economy 
will be effected through management of the 
medical and surgical care plan by the Blue 
Cross. At the outset, enrollment in the plan 
will be open only to the 480,000 employees 
of firms in Missouri which are members of 
the Blue Cross. Those belonging to Blue Cross 
will now have available a complete program 
for care while in hospitals. 

Single persons who subscribe to the plan 
will receive medical and surgical benefits for 
85 cents per month. The dues for whole 
families, regardless of the number of 
dependents, is $2.25 per month, while that 
for man-and wife is $1.85 per month. All 
members of the family, it was explained, may 
enroll. There is no age limit. Benefits for an 
individual range up to $400 in one year; for 
man and wife, up to $900 in one year; and 
for an entire family, up to $1,400 in one 
year. Maximum benefits for man and wife 
and for family, however, may be used either 
solely by one person or by the entire family. 

Benefits under the plan cover any medical 
and surgical care in a hospital. The plan pays 
the doctor direct in accordance with an 
established table of allowable benefits. The 
sum of $100, for example, is established for 
an appendectomy; the same amount is pro- 
vided for a fractyred hip. For tonsils and 
adenoids, $25 is allowed for children under 
12, and $35 for persons beyond that age. 
There is no waiting period for benefits, with 
the exception of maternity cases and tonsils 
and adenoids, when a 10-month membership 
is required. Anyone in good health who 
belongs to the Blue Cross may enroll in 
the plan. 

The board of trustees of Missouri Medical 
Service comprises both laymen and doctors 
who serve without pay. 


FIRST SUBSCRIBER TO NEW DOCTORS’ PLAN 


J. P. Morgan and Co., Inc., has become the 
first subscriber to the “doctors’ plan” recently 
put into effect by United Medical Service, 
New .York City. The company will pay the 
entire cost of the service for 681 employees 
and their families, including 80 now in the 
armed forces. This protection supplements the 
hospitalization benefits which the company 
is also making available to its employees 
through the Blue Cross Plan of Associated 
Hospital Service of New York. 

Mr. Rowland H. George, president of the 
United Medical Service, commented: “What 
J. P. Morgan and Co. has done, other pro- 
gressive business firms will do. Each step will 
bring us closer to the ultimate goal sought 
by the medical profession and the public, that 
is, better health for all.” 

Under the terms of the United Medical 
Service agreement, individuals with incomes 
up to $1,800 and families within the $2,500 
income bracket are entitled to complete pay- 
ment of physicians’ and surgeons’ fees for 
surgical operations, the treatment of fractures 
and dislocations, and maternity care, in- 
cluding prenatal and postnatal care. Employees 
with higher incomes may be billed by their 
physicians for additional fees. United Medical 
Service has been endorsed officially by the 
Medical Society of the State of New York 
and the 17 county -medical societies of the 
New York area. 


THE CONTROL OF COMMUNICABLE 
DISEASES 
The publication of The Control of Com- 
municable Diseases, an official report of the 
American Public Health - Association, sixth 
(Continued on page 46A) 
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task to which we are dedicated. And we have many 
friends who think we do it exceptionally well. 
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you can rely . .. to simplify your entire purchasing pro- 
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and our offices, the problems you encounter daily—these 
are inherently a part of American’s service. They are 


planned to make your difficult task at least a little easier. 
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Woven with cotton and “‘VINYON E”’ for greater elasticity! 


“ALOE” Quality Cotton Elastic Bandage 


Provides even, uniform, steadily 
maintained pressure—remains elastic 


Aloe cotton elastic bandages are woven of long staple cotton 


and “VINYON E”—a vinyl resin yarn—which has been found to 
produce a superior type of elastic bandage because of its natural 
elasticity. These improved elastic bandages will provide even, 
uniform, easily controlled and steadily maintained pressure in all 
conditions where an elastic bandage is indicated. High quality 
feather-edge prevents binding. Special weave permits free move- 
ment, ventilation and circulation. Unlike most other elastic 
bandages, Aloe cotton elastic bandages with ““Vinyon E” do not 
have to be washed daily in order to retain their elasticity, Wash- 
ing need only be done when bandage becomes soiled. Each size 
bandage listed below measures approximately 514 yards when 
stretched and is furnished with two metal clips in cellophane 
wrapped and sealed package. F 


HH5934—Aloe Cotton Elastic Bandage with 
““VINYON E,” 2-inch width 
HH5935—Same, 214-inch width 
HH5936—Same, 3-inch width 
HH5937—Same, 4-inch width 


, 


ALOE 


Each Per Doz. 


$ 6.30 
' 7.65 
8.55 
11.25 


COMPANY 


1831 Olive St. @ St. Louis 3, Mo. 
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edition, has been announced by the associa- 
tion. The report is official with the U. S. 
Public Health Service, the U. S. Navy, and 
has been approved in principle by the surgeon 
general of the U. S. Army. It has been rec- 
ommended for adoption as an official state- 
ment by the National Health Administration 
of China. Many of its sections were prepared 
in agreement with representatives of the 
medical staff of the British Ministry of Health. 
This volume is being translated into Spanish, 
Portuguese, French, Italian, Chinese, and 
possibly Arabic. The present edition contains 
72 chapters, of which 20 are new. All the 
common communicable diseases are included, 
as well as those less frequently encountered, 
like the so-called “tropical” diseases. 

The Subcommittee on Communicable 
Disease Control of the Committee on Re- 
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search and Standards of the Asnerican Public 


Health Association is responsible for the 
present text as officially approved by the 
association and other agencies mentioned. 
The committee is composed of Haven Emer- 
son, M.D., chairman; Lt. Col. Gaylord W. 
Anderson, M.C., AUS; Capt. T. J. Carter, 
M.C., USN; Comdr. L. T. Coggeshall, M.C.; 
James A. Doull, M.D.; James P. Leake, M.D.; 
Kenneth F. Macy, M.D.; Alton S. Pope, -M.D.; 
George H. Ramsey, M.D.; and Ernest L. 
Stebbins, M.D. 

The book may be secured from the Book 
Service, American Public Health Association, 
1790 Broadway, New York 19, N. Y. It 
contains 146 pages and sells for 35 cents 
a copy, and at special rates for quantity 
orders of more than 24 copies. 


DR. MASUR NOW CHIEF MEDICAL 
OFFICER 
Dr. Jack Masur, surgeon (R), U. S. Public 
Health Service, has been promoted from 


assistant chief to chief medical officer to 
succeed Dr. Dean A. Clark, senior surgeon 
(R), USPHS. Dr. Masur has been serving 
as assistant chief medical officer since April 1, 
1944, and previously had been hospital-admin- 
istration specialist to the medical -division, 
U. S. Office of Civilian Defense. 

Dr. Clark, who was on leave of absence 
during a recent three-month period on a 
special project, will be transferred to a new 
assignment in the office of the surgeon gen- 
eral, U. S. Public Health Service. Dr. Victor 
H. Vogel, surgeon, USPHS, an appointed 
consultant in psychiatry, has been designated 
to take Dr. Masur’s place as assistant chief 
medical officer. 


APPOINTED CHAIRMAN OF 
CANCER COMMITTEE 


Mr. Eric A. Johnston, president of the U. 
S. Chamber of Commerce, was _ recently 
appointed chairman of the American Cancer 
Society’s newly created Executive Council. 
He will also serve as national campaign chair- 
man for the Society’s April fund drive. 

National leaders who have pledged them- 
selves to help in expanding the great human- 
itarian work of the Society by serving on the 
new Executive Council are Morgan B. Brain- 
ard, president of Aetna Life Insurance Co., 
Hartford, Conn.; James B. Carey, secretary 
and treasurer of the C.1.0., Washington, D. 
C.; David Dubinsky, president of Interna- 
tional Ladies’ Garment Workers’ Union, New 
York City; Albert D. Lasher, retired advertis- 
ing executive, New York City; Ralph McGill, 
editor of Atlanta Constitution, Atlanta, Ga.; 
George W. Merck, president of Merck and Co., 
West Orange, N. J.; Robert G. Sproul, pres- 
ident of the University of California; and U. 
S. Senator Sinclair Weeks of Massachusetts. 


_ CALIFORNIA 
Plan New Hospital 

Pending the securing of materials, con- 
struction work will begin on the new St. 
Mary’s Hospital at Modesto. The original 
hospital was established in 1920 and is oper- 
ated by Sisters of Mercy. The new building 
will meet all modern architectural perfection 
and it will be both fireproof and air-condi- 
tioned. With a total bed capacity for 150 
patients, there will be six surgical rooms and 
three for obstetrics. A 10-acre site has been 
selected as the location. 

Many Improvements Made 

At the annual meeting of the board of 
directors of Mary’s Help Hospital, San Fran- 
cisco, a report was given on the recent exten- 
sive improvements to the ~ hospital made 
possible by a fund, the nucleus of which was 
the sum of $3,000, bequeathed by a former 
patient. The hospital lobby and offices were 
remodeled. Terrazzo flooring was installed. 
The 31-year-old elevator was replaced by a 
new automatic elevator. All machinery in the 
plant was improved. A bakery and dict 
kitchen were added to the thoroughly modern- 
ized kitchens. 

The section of the building that is used 
by the college of nursing was renovated and 
enlarged and, besides, a residence near by was 
purchased to house 30 more students. Adjoin- 
ing the college of nursing, courts were pro- 
vided for basketball, tennis, and volley ball. 

In order to accommodate more patients, 
a roof garden on the third floor was enclosed, 
by means of glass blocks on one side and 
large windows with venetian blinds on the 
other, and now there is a solarium for medical 
and surgical patients. An additional floor was 
added onto the maternity-department wing. 
Improvements include a new nursery for 60 
infants, new delivery rooms, workroom, 
doctors’ restroom, and additional rooms for 
mothers. The two floors where the rooms for 
mothers are located have been remodeled 


(Continued on page 48A) 





NOW X-RAY THERAPY IS 


WITH THIS NEW 150-KV UNIT CON- 
TROLLED BY ELECTRONIC X-ACTRON 


X-ray technicians have a new ally in this 150- 
kv x-ray controlled by X-Actron, an electronic 
nerve center that gives therapy in intermediate 
ranges new precision and automatic regulation. 
Milliamperage is corrected instantly by 
X-Actron, without so much as a flicker on the The new Westinghouse 150-kv x-ray has other 
wane AOS . advantages. Controls may be mounted on either desk 
milliammeter. Intensity is pinned to definite pre- or wall and actually built into the wall if construction 
set values. Adjusting filament regulators—even permits. Accessibility of controls is unmatched by any 
during longest exposures—is unnecessary. New other existing design. 
timer units and kilovoltage units add to the 
accuracy of this 150-kv x-ray. 
The precision of X-Actron in adjusting even 
minute current changes is another example of 
Westinghouse electronics at work for the medical 
profession. Complete details of X-Actron con- 
trols—their use, operation and construction— 
may be secured from the Westinghouse Electric 
& Manufacturing — P. O. Box 868, 
Pittsburgh 30, Pa. J-02046 


ANOTHER WESTINGHOUSE FIRST IN X-RAY PRECISION 
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completely. Cubicles insure privacy and 
soundproof ceilings eliminate noise. A new 
system of signals and a telephone in each 
cubicle add to the comfort of the 50 mothers 
cared for in this department. As a result of 
the reconstruction of the maternity depart- 
ment, the hospital was able to care for 1,652 
mothers in 1944. 

In surgery, five modern operating tables 
were installed. A new short-wave diathermy 
has increased efficiency in physiotherapy 
treatments. The pediatrics department has 
been remodeled to care for 30 children. New 
acoustic ceilings eliminate 60 per cent of 
the noise. A new lighting system, cubicles for 
little babies, and a new tile bath have been 
installed. A projected allergy room will be 
completed soon. The record room has been 
enlarged and remodeled and furnished with 
new filing equipment. 
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Now, Mary’s Help Hospital can take care 
of 230 patients. The college of nursing num- 
bers 130 students. 


CONNECTICUT 

Visiting Surgeon Dies 

Dr. Patrick F. McPartland, visiting surgeon 
at St. Francis’ Hospital, Hartford, and former 
president of the hospital’s medical staff, has 
passed away. The entire medical staff and a 
large delegation of nurses from the hospital 
attended the funeral services held in St. Jos- 


eph’s Cathedral. Bishop Henry J. O'’Brien,. 


D.D., officiated at the solemn requiem high 
Mass. 

Dr. McPartland, who died suddenly at his 
home, had been a practicing physician in 
Hartford for 40 years. In 1904 he served his 
internship at St. Francis’ Hospital, and in 
1918 became an attending physician at the 
institution. He was a member of the state, 
county, and city medical societies, a fellow 
of the American College of Surgeons, secre- 
tary of the Hartford County Medical Society 
in 1917, and president of the Hartford Medical 
Society in 1935. 


DISTRICT OF COLUMBIA 

Puerto Rican Nurses Here 

Nine young women of Puerto Rico, who 
have completed theoretical courses as U. S. 
Cadet Nurses, arrived the latter part of 
February in Washington to undertake a three- 
months course in psychiatric nursing at St. 
Elizabeth’s Hospital, a government institu- 
tion. This training is to prepare them for 
entering the nursing corps of the nation’s 
armed forces. The students were accompanied 
on their journey by Sister M. Placidia, a 
Sister of St. Joseph of Brentwood, L. I., N. Y. 

These Sisters of St. Joseph are in charge 
of the Bishop Willinger School of Nursing at 
Ponce, Puerto Rico. Six of the girls were 
trained there, while the remaining three were 
trained at Hospital Santo Asilo de Damas, 
operated by the Spanish Sisters of Charity 


-in Ponce. 


After her visit at her motherhouse, Sister 
Placidia will return to Puerto Rico. It is 
the students’ hope to continue in psychiatric 
nursing after the war. 


Superintendent Appointed 

Mr. Leo G. Schmelzer has been appointed 
superintendent of the new George Wash- 
ington University Hospital, at Washington. 
He will supervise the building and equipment 
of the institution and will assist Dr. Walter 
A. Bloedorn, dean of the University’s school 
of medicine, who has been medical director 
of the hospital. For the past ten years, Mr. 
Schmelzer has been administrator of the 
Wisconsin General Hospital, the Orthopedic 
Hospital for Children, and the Student In- 
firmary, at Madison, Wis. During that period, 
he also was chairman of the committee on 
architectural standards for hospitals of the 
American Hospital Association; member of 
the committee on air conditioning and steril- 
ization, and secretary-treasurer of the Uni- 
versity Hospital Executive Council of the 
Midwest. 

The new George Washington Hospital is 
being built by the federal government so 
that the university can meet the needs of war- 
time emergency in Washington. Replacing an 
older building in use since 1898, it will 
contain 400 beds and will be equipped and 
managed as a “teaching hospital.” The 
George Washington University Medical School, 
whose faculty will control the hospital, was 
opened in 1825 and is the eleventh school 
of medicine in the country in the order of 
founding. 


' ILLINOIS 
A.H.A. Approves Bill 

Dr. Donald C. Smelzer, president of the 
American Hospital Association, testified before 
the Senate Committee on Health and Educa- 
tion, February 26, that the passage of the 
proposed Senate Hospital Construction Bill 
will be “an excellent step forward toward 
solving the perplexing problem of supplying 
adequate hospital, health services, and medical 
care to all of the people.” 

Explaining, he said, “We support Senate 
Bill 191 not only because it provides for 
assistance in the construction of non-profit 
and governmental hospital facilities but be- 
cause we believe the proposed grants of 
federal funds for that purpose will be the 
incentive for hospital and medical leaders 
and the general public to inventory present 
resources in each state ‘and to develop, as 
required in this proposed legislation, an inte- 
grated program to provide adequate hospital 
care for every citizen of each state. 

“These legislative steps are a necessary 
preliminary in the better distribution of 
hospital and medical care. It is the hospitals’ * 
hope that the bill will be followed by a 
more adequate provision of hospital and 
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professional care for the medically indigent, 
those now unable to pay for such care, and 
an active support by the government of 
voluntary prepayment hospital and medical 
plans such as Blue Cross and Blue Shield.” 

Dr. Smelzer concluded his report by say- 
ing: “It is fortunate that the broad aims of 
the Bill will maintain that which is best in our 
present system of hospital service. This coun- 
try has not yet fully formulated a proper 
pattern for the integration of health facil- 
ities. Provisions for health centers and special 
emphasis on the rural health problem indicate 
the progressive steps possible under this 
proposed legislation.” 
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Open New School 

The students of St. Joseph’s Hospital School 
of Nursing, Chicago, have moved into their 
new $180,000 five-story building. The ground 
floor contains the classrooms and laboratories 
and the four top floors the students’ living 
quarters. The latest class of cadet nurses, 
which numbers 28, began training on 
March 8. 

Emergency Blood Bank 

Voluntary donors are filling the new blood 
bank at St. Joseph’s Hospital, Joliet, for 
emergency cases. Miss Rita Abegg, chief 
laboratory technician, reported to the public 
shortly after it was opened: 

Before the bank was opened on March 1, 
“we received plasma from the Michael Reese 
Hospital in Chicago, but so great was the 
need here that we decided to open our own 
space. Since March 1 there have been 40 
donors, and 100 people have been typed for 


-shown utmost courtesy 


future donations. We have a special refriger- 
ator capable of holding 150 pints of blood 
and plasma.” According to Miss Abegg, 
plasma is used at the hospital at least once 
a day, for persons suffering from shock, loss 
of blood from accidents, and anemia. 

The local Knights of Columbus and the 
Illinois Bell Telephone ‘Company already have 
offered to send in regular donors to the blood 
bank. 

INDIANA 
Sister-Founder Dies 

The aged founder of Holy Family Hospital 
at LaPorte has passed to her eternal reward. 
She was Sister M. Helena, a Poor Handmaid 
of Jesus Christ for 60 of her 86 years on earth. 

Sister Helena’s pioneering began at LaPorte 
in 1899 with four Sister companions. In the 
spring of 1900 they purchased a boarding 
house and converted it into their first hospital. 
In 1908 the first unit of the present modern 
structure was erected. Only from 1921 to 1928 
was Sister Helena away from this institution. 
In 1933 she had to retire as superior of Holy 
Family Hospital because of poor health and 
advanced age. 

Two of Sister Helena’s sisters became Poor 
Handmaids also. One, Sister Engratia, died 
in 1943; the other, Sister Ephram, is stationed 
at St. Agnes’ Convent at Mishawaka, Ind. 


INDIANA 
Staff Members Receive Certificates 


Twenty-five staff members of St. John’s 
Hickey Memorial Hospital, Anderson, have 
just received certificates for a ten-hour course 
in Training Within Industry and have pledged 
themselves to apply the principles of good job 
instruction in their daily work. The round 
tables were conducted by Mr. L. C. Converse 
of the administrative staff of the hospital, who 
was sent to Indianapolis to prepare for the 
work under the direction of the Bureau of 
Training of the War Manpower Commission. 

St. John’s is participating, at present, in the 
nationwide program of broadcasts on the 
services of the private hospital, the program 
prepared by the American Hospital Associa- 
tion and the U. S. Chamber of Commerce. 
The hospital reports that the local Chamber 
of Commerce and radio station WHBU have 
in participating in 
this program. 

IOWA 
Mercy Nun Passes Away 

Sister Mary Dolorosa, a Sister of Mercy, 
was buried recently from the chapel in St. 
Joseph’s Sanitarium at Dubuque. She was 82. 
Prior to her last illness, which she had for 
five years, Sister worked in St. Joseph’s Mercy 
Hospital at Sioux City and in St. Joseph's 
Sanitarium. She was a golden jubilarian in 
religious life, last year. 


LOUISIANA 

Plan Postwar Hospital 

The Sisters of Mercy are planning to erect, 
after the war, a 250-bed hospital, which will 
be double the capacity of their present Mercy- 
Soniat Memorial Hospital at New Orleans. 
A square has been bought for the sum of 
$200,000. Besides relieving the overcrowded- 
ness of the present hospital, the new one will 
be better located. The hospital is now located 
across the street from a railroad station. 


MICHIGAN 

Hospital Ground Broken 

The director of charities for Detroit, Rev. 
Bernard Crowley, recently blessed the ground 
on which the new $700,000 Holy Cross 
Hospital will be erected at Detroit. Sister 
Adelaide, mother general of the Franciscan 
Sisters of Sylvania, Ohio, the order in charge, 
turned the first spadeful of earth. 

(Continued on page 52A) 
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A school of nursing will be built alongside 
the hospital. 


Bishop Lays Cornerstone 

On March 7, Bishop William F. Murphy, 
of Saginaw, officiated at the laying of the 
cornerstone of the new nurses’ home at St. 
Mary’s Hospital, Saginaw. 


Nurses Can Practice Catholic Action 

In the speech that he made before a large 
group of members of the Archdiocesan Fed- 
eration of Catholic Nurses, at Detroit, Arch- 
bishop Edward Mooney said: “The war has 
brought the nursing profession to the atten- 
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tion of the world in a very striking fashion.” 
Stories from the front, he said, praise not 
only the nurse’s physiological work but also 
her contribution to morale. Although the 
world’s interest in nursing is comparatively 
modern, the Church’s concern for the profes- 
sion goes back to Christ Himself. Our Lord 
used healing of bodies as a way of winning 
souls, and nurse has the same 
opportunity. 

“Your work as professional people,” he 
declared, “‘can have a motivation that religion 
supplies, which gives it’ all of the value of 
volunteer work. When we talk about Cath- 
olic Action most people think of getting 
away from their own work and doing some- 
thing special. That is Catholic Action, but 
it doesn’t go to the root of it. Catholic Action 
means using the opportunities of one’s own 
environment to carry the message of Christ — 
and your work is of the very warp and woof 


of the things that make for charity. You 
make an impression just by your devotion, 
your kindness, your charity, despite the 
routine, the drudgery, the monotony of your 
daily tasks.” 

The occasion of this talk was the annua! 
Communion-breakfast meeting of the nurses 
at the Detroit-Leland Hotel, February 25. 
Mass was celebrated in St. Aloysius’ Church 


MISSOURI 
Million-Dollar Expansion 

The Sisters of St. Mary have announced 
plans for a million-dollar expansion program 
at their St. Mary’s Hospital, Kansas City. The 
addition would add 200 beds to the present 
facilities at their hospital. 

Recipient of Annual Award 

The St. Louis’ Blue Cross Plan was pre- 
sented with the Hospital Council of St. Louis’ 
Annual Community Service Award for 1945, 
according to an announcement made by Mr. 
H. J. Mohler, president of the council. The 
award is given annually to the organization 
or individual who makes the greatest con- 
tribution to the community’s health. Last 
year, the Red Cross Nurses’ Aide Corps re- 
ceived the award. 

NEBRASKA 
Anesthetists Meet 

The Nebraska Association of Nurse 
Anesthetists held its eighth annual meeting 
at St. Catherine’s Hospital, Omaha, early this 
year. An important message was given by 
Mrs. Gertrude Fife, editor of Anesthesia 
Bulletin. She commended the Nebraska organ- 
ization for its progressive spirit in endorsing 
the new constitution and its more stringent 
requirements for membership adopted by the 
Cleveland convention: 

“Hereafter all anesthetists seeking to share 
the advantages of membership must, in addi- 
tion to furnishing required credentials, take 
a written examination and also demonstrate 
their professional ability before the associa- 
tion’s board of examiners.’ 

Another guest speaker was Dr. Richard 
Egan, professor in obstetrics at Creighton 
University, who spoke on the growing use 
of Caudal Anesthesia in childbirth. A dis- 
cussion, which followed, was participated in 
by Sisters and lay nurses of various hospitals. 

NEW JERSEY 
Studen{s Capped 

Ten student nurses at St. James’ Hospital 
School of Nursing, Newark, on completion 
of their 16-weeks preliminary period, were 
the recipients of the school cap at a ceremony 
held on February 8. The exercises were held 
in the hospital chapel and were attended by 
relatives, friends, faculty members, and the 
student body. An address was delivered by 
Rev. Matthew J. Toohey, pastor of St. James’ 
Church. Afterward, the students stood to 
declare their allegiance to their hospital and 
profession and then received their caps. 

A new group of ten young ladies entered 
February 1, to join the cadet nurse corps. 
They are affiliating with St. Peter’s College, 
Jersey City, for their preliminary course. 


NEW YORK 


Seventy-Eighth Annual Report 

The Sisters of St. Francis have published 
the seventy-eighth annual report of their St. 
Elizabeth’s Hospital at Utica. This report 
covers the year 1944. Statistics show the 
following: patients remaining January 1, 
1944, 148; admitted during the year, 5,965; 
births during the year, 804; discharged dur- 
ing the year, 6,629; deaths during the year, 
160 (31 occurred within 24 hours after 
admission); patients remaining December 31, 
1944, 128; total number of patients treated, 
6,917; pay patients treated, 2,547; Part-pay 
patients treated, 4,258; free patients treated, 
112; total number of hospital days treatment, ° 


(Continued on page 58A) 








NEW “BALANCED” RECLINING WHEEL CHAIRS 


BUILT BY 


Check These Geatures: 


@ Adjusts to any position without 
effort! 


@ May be held firm in any position! 


* Patients call it ‘‘a miracle chair,’’ because it's so luxuriously 


© it citi dein. comfortable. The back reclines as the patient leans back— 
@ Leatherette cushions, supported on and the angle of the seat changes so the patient doesn't tend to 
flexible steel bands and helical 
springs. Adjvetable neck-roll. slip out of the chair. Provides natural — complete — relaxation! 


@ Can‘t tip. Hand brake controls 
speed. 


MODEL C-4 with extendible divided the chair handles so easily and is so safe most patients handle 
foot-rest as illustrated . $110 


Enthusiastically approved by hospital administrators, too, because 


MODEL C-1 with ene piece footrest, the chair themselves — without nurse or attendant. 


not extendible ... . 


Potente: We. 2,234,266; 2,353,838 Available SOON at Your Surgical Supply House 


Sit In It — See It Demonstrated ! 


BARCALO MANUFACTURING COMPANY 
* % Dept. HP BUFFALO 4,NEW YORK x - x 


MARCH, 1945 57A 





























Here is the latest and greatest improvement tn a soap dis- 
penser—the New Vestal Septisol Dispenser with the shiny, 
bright black plastic top that prevents verdigris (the greenish 
substance that forms on metal) from forming on the inside 
of the dispenser and contaminating the soap. 3 models— 
wall type, single portable; double portable. 


1, SAFETY—No soap contamination from verdigris. Foot operated 
—hands do not touch dispenser 

2. ECONOMY—Soap flow accurately controlled from few drops 
to full ounce. No wasteful dripping. 

3. DURABILITY—Built for lifetime efficiency plus lifetime beauty. 


SEPTISOL SURGICAL SOAP 


is scientifically prepared from a blend of fine vegetable oils. Made 
especially for use in scrub-up rooms. It lathers to a smooth creamy 
richness helping to eliminate dangers of infection and roughness 
that come from use of harsh, irritating soaps. Best on the market 


for scrub-up room use. 


aides are not sponsored by the American Red 
Cross, Mr. Schwender and Mrs. Murphy had 
the advice and assistance of the local chapter 
in organizing and instructing the group. In 
addition to the workers’ regular schedule, 
which provides for three hours of service 
every evening, and on Sundays as occasion 
demands, there is an atrangement whereby 
the hospital personnel may call them in any 
emergency. The men have responded very 
promptly. 

During the year the medical staff lost one 
of its members in death. He was Dr. William 
W. Wright, neuropsychiatrist, who first served 
as consultant and then as an active member of 
the staff. He was 71 years old. 


Establish New Department 

The establishment of a_ public-relations 
department at New York Foundling Hospital, 
New. York City, has been announced by Sister 
Carmela Therese, superintendent. Miss Ade- 
laide C. Ecclesine has been appointed director 
of the department. New York . Foundling 
Hospital, established in 1869, has a capacity 
of 133 beds and 56 bassinets. It is operated 
by the Sisters of Charity of St. Vincent de 
Paul. 


Gift to Be for Convalescents 

The gift of property and the residence 
thereon from Lieuts. Edward K. Straus, Oliver 
H. Straus, and John W. Straus have been 
accepted by the archbishopric of New York, 
according to an announcement by Archbishop 
Francis J. Spellman. The layout, situated in 
Manhattan, will be used as a convalescent 
hospital to add to the bed capacity of St. 
Clare’s Hospital. It is expected that in the fin- 
ishing and equipping of the building, at least 
$100,000 will have to be spent. At the time 
of the elder Mr. Smith's death, he is said to 
have spent nearly $600,000 on the residence 
before work was halted in 1931. 


Appointed Auxiliary Chaplain 

Rev. J. Bryan Connors, S.J., has been 
appointed by the military ordinariate to be 
assistant to Rev. John M. Bellamy, Catholic 
chaplain at Halloran General Hospital, Staten 
Island. Father Connors is a native of Fall 
River, Mass., and has taught at Loyola Uni- 
versity School of Law at New Orleans and at 
Holy Cress College. His most recent assign- 
ment was auxiliary chaplain at the California- 
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62,008; pay days treatment, 30,002; part-pay 
days treatment, 30,684; free days treatment, 
1,322; average number of patients treated 
per day, 169; average number of days patients 
remained in hospital, 9.3; percentage of 
occupancy, 98.2 per cent; per capita cost, 
4.95. There were 22,178 laboratory tests made, 
3,516 operations, 5,003 X-rays taken, and 
568 emergency cases. 

A report from the St. Elizabeth's Hospital 
Guild shows that the sewing, party, and 
library groups were very active. Their special 
nursing fund provided special nurses for the 
sick poor; this was one of the guild’s main 
objectives in 1944. During the year, they took 
in $295.00 in dues; $244.69, June lawn party; 
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$466.95, harvest drawing, and $4 contribu- 
tion. They subscribed $50 to the Community 
Chest, $50 to the Red Cross, and $20 to 
Rhoads Hospital. Gifts to the hospital were 
as follows: $162, nursing service; $6.75, 
hospital books; $19, children’s ward parties; 
and $517, refrigeration for infants’ formula 
room, 

Among the volunteer- workers, the Gray 
Ladies gave a total of 5,334 hours of service 
during the year (32 day workers and 41 
evening workers); 71 nurses’ aides worked 
4,422% hours through the day and evening; 
Ir men in the newly organized Men's 
Volunteer Hospital Aide Corps worked a 
total of 760 hours. 

The Men’s Volunteer Hospital Aides were 
organized under the direction of Mr. Fred 
O. Schwender, and a course of instruction in 
theory and nursing procedures was given by 
Mrs. M. Stell Murphy, R.N. While the men’s 


provide the erection of a new $336,000 
maternity building at Mercy Hospital, Rock- 
ville Center. The wing will provide 60 patient 
beds and 60 bassinets; it will be connected 
with the main hospital by a tunnel. The 
Sisters of the Infant Jesus operate the hospital, 
and Sister Mary Ann is the superior. 
Centenary Marked 

The one-hundredth anniversary of the 
coming of the Sisters of Mercy to the United 
States was observed at Hornell at St. Ann’s 
Church. At St. Ann’s School and St. James’ 
Mercy Hospital, the Sisters of this order are in 
charge. 


NORTH DAKOTA 


Change Personnel’s Meal Setup 

At St. Alexius’ Hospital, Bismarck, maid 
service has been a big problem. In order to 
have enough of them for floor duty in the 
hospital, it was necessary to readjust. the 
setup of food service to the nurses and maids. 
Therefore, a cafeteria plan has been worked 
out which permits conservation of space and 
employees. Two girls and one Sister manage 
the cafeteria, and those who are served praise 
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Because in former days it was hard to predict the be- 
havior of “cranky” gas-type x-ray tubes, few operators 
acquired the skill essential to consistently good radio- 
gtaphy, and technical procedures varied widely. 


Not until Dr. W. D. Coolidge, of the G-E Research 
Laboratory, developed the hot-cathode tube in 1912, did 
standardized technics become possible. For the Coolidge 
tube provided for absolute control of both quantity and 
quality of x-rays delivered, thereby facilitating duplication 


of high quality work. Thus, x-ray science entered a new 
era of notably rapid advancement. 

Today, Coolidge tubes are available for every modern 
x-ray application, for operation at voltages as high as 
2,000,000. And you may always look to G-E research for 
further Coolidge tube developments important to con- 
tinued progress in x-ray science. 


yis0s | OUR FIFTIETH YEAR OF SERVICE |ivast 


GENERAL ‘{; ELECTRIC 
X-RAY CORPORATION 


CHICAGO (12), ILL. U.S.A, 


2012 JACKSON BLVD 
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Here is Purity...SAPONIFIED! ) 





SO remarkably pure is this liquid castile 

soap, so free from excess alkali, fillers or 
animal fats, that every tiny bubble cleanses the baby’s skin 
with gentle, lubricating action. 

For Baby-San contains the highest possible concentration 
of emollient oils perfectly saponified with purest potash. 
That is why a Baby-San bath leaves the baby soothed .. . 
protected_by a film of oil against chafing or skin irritation.. 

The trend today, in an ever increasing number of America’s 
hospitals is towards Baby-San. For purest, mildest Baby-San, 
guarantees nursery benefits no other baby soap can surpass. 


DENVER 





AMERICA’S FAVORITE BABY SOAP 


POFIITETIAAGAAT A AWANS 


HUNTINGTON LABORATORIES INC 


HUNTINGTON INDIANA 


TORONTO 


VANAAN 
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(Continued from page 58A) 
the speed at the counter, the hot food served, 
and the choice of tasty food that is prepared 
for them. Each girl carries her dishes to the 
cart at the exit and thus the tables are 
cleared for the next group. 
OHIO 

New Dean Appointed 

Dr. Joseph Treloar Wearn, professor of 
medicine at Western Reserve University, 
Cleveland, has been appointed dean of the 
university’s school of medicine. Dr. Wearn 
succeeds Dr. Torald H. Sollman, who retired 
as dean last July 1 after nearly 50 years of 
service with the university. 

The new dean will continue as professor 
of medicine at the university and as director 
of the department of medicine at Lakeside 
Hospital. He is widely known as a teacher 
in his field and for his research in medicine. 
His chief research work has been in physiology 
of heart disease and in the diseases of the 
blood, including leukemia. He has written 
extensive on these subjects. Dr. Wearn is 
also a consultant to the surgeon general of the 
U. S. Army, consultant to research and devel- 
opment branch of the office of the quarter- 
master general of the U. S. Army, chief of 
the division of physiology, committee of 
medical research, and chairman of the sub- 
committee on blood substitutes of the office 
of scientific research and development. He 
came to Western Reserve and Lakeside 
Hospital in his present capacity in 1929 from 
Harvard Medical School where he was 
associate director of the Thorndike Memorial 
laboratory and visiting physician at Boston 
City Hospital. 
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Western University School of Medicine is 
part of one of the outstanding medical centers 
in the nation, comprising the university 
hospitals — Lakeside, Maternity, and Babies’ 
and Children’s Hospitals. The school has a 
close working relationship with St. Vincent's 
Charity Hospital, City Hospital, and Rainbow 
Hospital, and works along with the univer- 
sity’s schools of pharmacy, dentistry, applied 
social. sciences, and nursing. The 101-year-old 
school of medicine ranks among the first ten 
scholastically among the ‘institutions of its 
kind in the United States. 


Discuss Problems at Meetings 

St. Francis’ Hospital, Columbus, reports 
that special meetings are called to discuss in- 
stitutional problems that arise these days, and 
mutually the plans for adjustment are 
accepted. The superior, Sister Seraphim, R.N., 
B.S., R.Ph., has remarked that they hope 
to expand the laundry and boiler house, and 
they also want to add new equipment to 
various units. 


OREGON 
Sister to State Board , 
Governor Earl Snell of Oregon recently 
appointed Sister Mary Alexis of St. Joseph's 
Hospital, La Grande, as a member of the 
Oregon State Board for Examination and 
Registration of Graduate Nurses. She succeeds 
Sister Mary Melchior, also of La Grande, 
who, after three years of service, has had to 
resign because of pressure of work. Sister 
Alexis is a graduate of St. Joseph’s Hospital 
School of Nursing at Tacoma, Wash., and 
received her degree from Seattle College in 
Seattle. She now is an instructor of cadet 
nurses at Eastern Oregon College. She came 
to La Grande in August from Pendleton, 
where she and Sister Melchior were serving 
in St. Anthony’s Hospital. 


PENNSYLVANIA 


An Appeal for Funds 

A booklet of pictures, facts, and figures 
has been published by the staff of St. Joseph’s 
Hospital, Lancaster, to make a public appeal 
for funds to erect three new necessary build- 
ings: a new five-story wing, providing beds 
for an additional 80 patients, featuring a 
complete and modern operating department 
and maternity section; a four-story nurses’ 
home, connected with the hospital by a tunnel, 
and providing an auditorium, demonstration 
room, laboratories, classrooms, and living 
quarters; and a convent for the Sisters, who 
now live in cramped quarters. 

St. Joseph’s Hospital epened its doors in 
1883; as the first refuge for the sick and 
suffering of Lancaster city and county. In 
one of its early crises, the hospital started a 
new year with only $3.68 in its treasury. 
During the Spanish-American War, its re- 
sources were strained to provide care for 
more than 160 stricken soldiers sent there 
by the government. It has weathered epidemics 
and disasters. Through the years, additions 
to the old structure have been erected. 
Necessity dictated other changes—a meeting 
room became a ward, a sun-porch became a 
nurses’ classroom, odd corners became suppl 
cabinets. Today every available square foot 
of hospital space is being utilized. With 
facilities that would ordinarily allow for 190 
beds, St. Joseph’s has added 38 extra beds 
through ingenuity and improvisation. Only 
once has this hospital come before the public 
to ask for funds; that was 25 years ago, when 
the generous response resulted in the present 
north wing. Sisters of St. Francis care for 
the institution. 
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. N before has one table offered the combined 
THE AMERICAN A siecdiaoee afforded by this highly regarded 4 
ALBEE-COMPER equipment for open or closed fracture and ortho- 


pedic operations. 
FRACTURE TABLE Fully maneuverable with Floor-lock and Trendel- 


id 113 desired enberg 4 Mechanically-operated Lateral Tilt a 
provides a esire Hydraulic Height-control 4, Adjustable Table-tops 
features e « « for easy application of plaster casts 4. Overhead 
Frame, mounted on mechanically controlled hoist 
for Davis hyper-extension, Sayre Suspension, etc. 
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3 RADIOGRAPHIC AND 
ROSCOPIC FACILITIES 
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DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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ORDER YOUR 
NEEDS TODAY 


oe 


Si lite 
QUALITY 
Piastic Trays 


IMMEDIATE DELIVERY— 
NO PRIORITIES NEEDED 


Prices are: 


MODEL 
No. 1200 Round 
No. 1400 Round 
No. 1410 Oblong 


Prices 

DIMENSIONS (Per Dozen) 
12” Diameter $12 
14” Diameter $14 

10” x 14” $12 
No. 1612 Oblong 12” x 16” $16 
No. 1814 Oblong 14” x 18” $18 
No. 2016 Oblong 15%" x 20%" $23 
No. 2216 Oblong 16” x 22” $28 


SECONDS of exceptional quality at 
25% discount from above prices, sub- 
ject to prior sale. 


TERMS: 2% — 10; NET — 30 DAYS 
F.O.B. OUR FACTORY, WAUKE- 
GAN, ILLINOIS. 


ABSOLUTE GUARANTEE OF 
SATISFACTION. We guarantee that 
if trays are not entirely Satisfactory to 
you they can be returned for Full 
Credit. 


OUTSTANDING QUALITIES are: 
Practically INDESTRUCTIBLE ... 
Light-weight . . . Colorful Walnut and 
Blue-Green Mottle . . . Attractive finish 
is part of the material itself, not just on 
the surface .. . Will not mar or scratch 
. . . Come through your washing ma- 
chine, autoclave, Hot Wagon or Steril- 
ization and withstand temperatures 
from boiling water to chilled air with- 
out warping, distortion, or loss of di- 
mensional stability . . . Impact strength 

- is so great that they are practically IN- 
DESTRUCTIBLE .. . Acid alcohol 
and alkali resistant . . . Will not ab- 
sorb water or stain . . . Will not de- 
teriorate ... Odorless'and tasteless .. . 
Stack perfectly. 


Write, Wire or Telephone 
Your Order Today. 


L sth thes 


MICHIGAN AVE., CHICAGO 2, ILL. 
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(Continued from page 60A) 
SOUTH CAROLINA 
Donate Inhalator and Aspirator 
The ladies of the Hospital Auxiliary of 
Providence Hospital, Columbia, have donated 
an E and J resuscitator inhalator and aspirator, 
which has proved very beneficial to new- 


born infants. 
TEXAS 


Pageant and Drill 

At the capping exercises, held in Decem- 
ber, at St. Joseph’s Hospital School of .Nurs- 
ing, Fort Worth, special features of the pro- 
gram were a pageant of the history of nursing 
and a cadet-nurse drill. 


Special Courses Taught 

At the Kate Ross Homes, a government 
housing project in Waco, a Red Cross home 
nursing course is to be taught the mothers 
by Sister Aloysius, director of nurses at the 
local Providence Hospital. This will be a 
34-hour course, being given twice weekly, 
each class lasting two hours. This course is 
specifically for mothers who are residents of 
the Kate Ross Homes and will teach them 
preventive nursing of their families, how to 
care for them when sick, and how to care 
for them when they return from a hospital. 
The class will consist of about 50 women. 
Briefly outlined, the course will be as follows: 
how to take care of mother and the newborn 
(12 hours), what to do when illness invades 
the home (12 hours), health and happiness in 
home life (8 hours), and how the community 
pertains to health of the home and the 
family (2 hours). 

Mrs. Rita Schreiber Reid, clinical instructor 
at Providence School of Nursing, has been 
teaching a Red Cross course to 18 ladies at 
the Red Cross chapter, two nights a week 
from 7:30 to 10:30 p.m. Consisting of two 
units, the first unit is for 36 hours and the 
second for 45 hours. At the completion of 
unit I, the class will carry out the procedures 
demonstrated: making beds, giving perineal 
care, giving a.m. and p.m. care, staying 
with an anesthetic patient, and giving enemas. 
At the completion of unit II, as graduates, 
they will give aid in isolation cases and “in 
the nursery; they will work on the obstetric 
floor if necessary, and may if necessary help 
in case of a major disaster. 

Ten members of the senior class of Provi- 
dence School of Nursing have left for service 
in McCloskey General Hospital, Temple, and 
Harmon General Hospital, Longview (the 
latter has just been approved for senior ‘cadet 
training by the State of Texas). Seven left 
March 1 for McCloskey and three. left March 
15 for Harmon. To meet the requirements of 
these hospitals, the students had to be in 
perfect physical condition, have excellent 
personal appearance, be in the upper third of 
their class, and their efficiency records had to 
show that they can accept responsibility. 
These ten students plan to enter either the 
Army or Navy nurse corps in September, at 
which time they will return to Providence 
Hopital to receive their diplomas and pins. 

A neW preliminary class entered Providence 
School of Nursing on March 5. The school 
already has 59 graduates in the armed forces, 
with 17 nurses awaiting appointments. 


RECENT GRADUATION AND CAPPING 
EXERCISES 


During the past few months, three 
schools of nursing graduated a- total of 107 
senior nurses and twelve other schools pre- 
sented caps to a total of 384 preliminary 


students. 
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Whetes 
SAMPSON? 


SAMPSON, the famous ribbed 
bath towel sold only by the Baker 
Linen Company, has been a war 
casualty since early 1943, when 
the manufacture of this popular 
product was temporarily discon- 
tinued because of wartime re- 
strictions. 


The strong texture of SAMP- 
SON towels means greater wear- 
ability and longer life, and they 
are preferred because of their un- 
usual absorbency and rugged 
quality. 


We don’t know exactly when 
these towels will again be avail- 
able but we do know that they’ll 
be in greater demand than ever 


before. 


H. W. 
BAKER LINEN 


Co. 


Est. 1892 


Oldest and largest organization of 
its kind in the U. S. 


315-317 Church Street, 
New York 13, N. Y. 


and eight other cities 











Exclusive Distributors of 


Dwight £ Anchor 


SHEETS AND PILLOW CASES 
in the hotel and institutional field 























now...a dextrose solution that’s also a 
prophylaxis against vitamin B deficiencies 


Now, more than ever, your hospital can depend on Beclysyl 
to eliminate much of the risk of vitamin B deficiencies that are apt to 
occur in patients receiving glucose who are unable to take nourishment by mouth. 
The potency of the B factors in Beclysyl is now increased so that each liter contains 10 mg. of 
Thiamine Hydrochloride, 5 mg. of Riboflavin, 50 mg. of Nicotinamide, in addition to the dextrose 
in a saline solution or in chemically pure water. This is the “basic formula” recommended 
by Spies in the treatment of various vitamin B complex deficiencies.* @ Beclysyl is 
tested for sterility and freedom from pyrogens and is dispensed in the standard 
Abbott Venoclysis Equipment. Two removable strips of tape on the black 
bottle (lacquered to protect the riboflavin from the deteriorating action of light) permit 
the operator to inspect the contents and check the solution level during administration. 
For further information contact your Abbott representative or write directly to 


Aspotr Lasporatories, North Chicago, Illinois. 


*Spies, T. D, (1943), The Med. Clin. of N. Amer., 27:273. 


Seelysyl (Abbott's Thiamine, Riboflavin and Nicotinamide in Dextrose Solutions) 


TRADE MARK 


Three Beclysy! Solutions: 5% Dextrose in isotonic sodium chloride solution, 10% Dextrose in isotonic sodium chloride solution, 
10% Dextrose in chemically pure water . Each liter contains: Thiamine 10 mg., Riboflavin 5 mg., and Nicotinamide 50 mg. 
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PICTURE. 
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a The Man-behind-the-Mop is missing along with 


thousands of others previously engaged in keeping 


institutions 


spic and span. 


The skeleton staff of 


Custodians remaining deserve only the fastest-acting 
and most effective cleaning aids and materials to fur- 
ther stretch their capacities. 


SOIL-Solv 


SPECIAL FLOOR CLEANER 


adds tremendously to the efficiency of any maintenance staff. 


A blend of high quality liquid soap and synthetic detergent, SOIL- 
Solv utilizes the finest qualities in both to give quicker, more 
thorough cleaning, easier, more complete rinsing plus greater 


ECONOMY. 


(A little SOIL-Solv goes a long way). 


MAY BE USED WITH COMPLETE SAFETY 
ON ALL TYPES OF FLOORS 


Manufactured and Sold Only by 


I BRoWE-bake Mm ET-W olose-hiehat-t- 


DUBUQUE, 


IOWA 
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C7, At San Diego, Calif., the entire Febru- 
ary graduating class of 30 students of Mercy 
College of Nursing are enlisting in the Army 
Nurse Corps. Twenty-seven of the graduates 
were members of the U. S. Cadet Nurse 
Corps while pursuing their studies. 

Ci, St. Mary’s College of Nursing, at San 
Francisco, Calif., gave diplomas to 44 seniors 
on January 28. 

Ci, To facilitate arrangements that must be 
met with the U. S. Cadet Nurse Corps, St. 
Cloud Hospital School of Nursing, at St. 
Cloud, Minn., held commencement exercises 
for 33 students on February 11. Seventeen 
of the group left the school on or about 
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March 1 to complete the last six months of 
student experience in federal service; they 
will return on September 1 -for state regis- 
tration. The senior non-cadets will remain 
at the school to assist with administrative 
and teaching responsibilities till September 1. 
C7 Thirteen precadet nurses at St. Joseph's 
Hospital School of Nursing, Hot Springs, Ark., 
were capped early in February. Fifty-four of 
the 64 preliminary students of St. Francis’ 
Hospital School of Nursing, Evanston, IIl., 
who were capped on January 27, are cadet 
nurses. At Brighton, Mass., the cadet nurse 
corps has been increased to 150 since 45 of 
the 52 recently capped preliminary students 
are members of this group. Fourteen out of 
the class of 15 students who were capped, 


February 2, at St. Francis’ Hospital School , 


of Nursing, Hamtramck, Mich., are members 
of the U. S. Cadet Nurse Corps. 


Gi The largest class in the history of the 
institution, 119 students, received their nurs- 
ing caps at St. Vincent's Hospital School of 
Nursing, New York, N. Y., February 1. Of 
this number, 101 are members of the U. S 
Cadet Nurse Corps. The first class since Pear! 
Harbor to be trained at St. Vincent’s ‘under 
the cadet nurse provisions of the 30-months 
U. S. Public Health Service course, were 
graduated in March; there were 14. This 
number of cadet nurses was nearly quadrupled 
in the succeeding class, which will graduate 
next year. In the current first-year class, the 
cadets represent more than 58 per cent in- 
crease over the preceding year. Preliminary 
classes, since the attack of December 8, have 
increased from 80 to 119 students. 

(I March 4 marked the capping day of 15 
cadet nurses at New Castle Hospital School 
of Nursing, at New Castle, Pa. On February 
22, St. Joseph’s Hospital School of Nursing, 
Philadelphia, Pa., held capping exercises for 
40 student nurses. At the same time, 39 of 
the group were inducted officially into the 
cadet nurse corps. A group of 20 students 
received their caps from St. Mary’s Hospital 
School of Nursing, Green Bay, Wis., on 
February 14. A group of 19 students received 
their caps from St. Joseph’s Hospital School 
of Nursing, Wisconsin Rapids, Wis., on 
February 25. At Milwaukee, Wis., two schools 
of nursing capped preliminary students: 
Misericordia Hospital presented caps to eight 
and St. Joseph’s Hospital presented caps to 
seven. St. Mary’s Hospital, Wausau, February 
12, capped 15 cadet nurses and seven reg- 
ular students. 


AN ANECDOTE 


Jack Dempsey, now a commander in the 
U. S. Coast Guard, visited two Catholic 
hospitals in Brooklyn, N. Y., one Friday 

rnoon. 

Accompanied by David F. Soden, god- 
father of the famous prize fighter’s two 
children, he visited Rev. John H. Kern of 
Our Lady of Mount Carmel Church in Long 
Island City, who was convalescing in St. 
Peter’s Hospital. The first thing that Dempsey 
did was to ask for the priest’s blessing. 
Before leaving the institution he made a visit 
to the chapel. 

Next, he went to St. Charles’ Hospital to 
visit the child patients. While there he 
droppéd in to see one of his great admirers, 
Jimmy McGuire, a tall, heavy athlete who 
was stricken last August with infantile paral- 
ysis. Commander Dempsey had sent him an 
autographed picture on which he had written, 
“I had to fight to win, and you must fight 
to win.” On- his visit, Dempsey found Jimmy 
now fully recovered and congratulated him on 
his great fight. 
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“1 GET AWFULLY TIRED HEARING YOU TWO TALK SHOP EVERY MEAL.” 





Flexsleev—the patented tailoring idea, gives 
freedom of action, eliminates armhole drag, 
sleeve grab, binding of cuffs— and the “riding 
up” of waist or hem-line, when reaching. 
Garment designers have been trying to accom- 
plish this for years—now it is available in 
Marvin-Neitzel Student Nurse Uniforms ex- 
clusively. 


Flexsleey also relieves the strain on seams, 
consequently uniforms made with Flexsleev 
last longer. 


When you outfit your student nurses, remem- 
ber Flexsleey — obtainable only in Student 
Nurse Uniforms made by Marvin-Neitzel. It’s 
patented. 


MARVIN - NEITZEL 
FIRSTS 


1, Sanforized-Shrunk Nurse’s Uniforms 

2. Combination Uniform U. S. Patent 
$2,287,753 

3. Flexsleev U.S. Patent #2,305,406 


MARVIN-NEITZEL CORPORATION 


WE ARE 100 YEARS OLD THIS YEAR 


TROY 


NEW YORK _ 
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various angles. 
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For use on standard 3’ or 3’3” 
beds. The crank handles for ad- 
justing height are conveniently 
located at the front of the table. 
The reading rack is adjustable to 





HILL-ROM CO., 


=» HILL-ROM FURNITURE 


THE 












INC. * 


MODERN 





PRE-WAR CONSTRUCTION 
AGAIN AVAILABLE! 


On this beautiful 
double pedestal 
Vanity over Bed Table. 


e We are happy to announce that this popular 
No. 414 pre-war model double pedestal vanity 
over bed table is again available in standard 


pre-war construction. 


This Hill-Rom table comhines every desirable 
feature and meets every need for easy adjusta- 
bility to any position the patient requires. Can 
be used for eating, reading, writing, dressing, 
shaving, playing cards, ete. Or it may be used 
as a flower table when removed from the bed. 


Write or wire for complete description and prices. 


BATESVILLE, 





INDIANA 
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— New Suppltes and Equipment 





Production, Service, and Sales News for 
Hospital Buyers 


VITAMIN PRODUCTS — LILLY 

The seventh edition of Lilly Vitamin Prod- 
ucts catalog is at hand — fully described and 
profusely illustrated in colors. Much valuable 
information is contained in this booklet. The 
entire line of products is covered and a 
unique index added. 

Eli Lilly and Company, P. O. Box 618, 
Indianapolis 6, Ind. 
For brief reference use HP—310. 


ARMY-NAVY “E” RENEWAL 

S. Blickman, Inc. of Weehawken, N. J., 
fabricatots of metal equipment, has been 
granted a second renewal of the Army-Navy 
“E” award and is now privileged to fly the 
official pennant with two stars. S. Blickman, 
Inc. manufactures Food Service Equipment, 
Metal Furniture for ships, and Hospital 
Equipment for the Army and Navy, and 
Alloy Equipment for the Processing Industries. 


SNAP-ON (REESE) NEEDLES 

A line of Snap-On (Reese) Needles and 
sutures with clips affixed for use with the 
needles has been announced. These needles 
may be used repeatedly, they are readily 
interchangeable, and extend the non-traumatic 
principle to a variety of needle designs pre- 
viously available only in the ‘“eyed-type” 
needles. With the Snap-On needles, unthread- 
ing is eliminated and, since they are readily 
interchangeable, hundreds of combinations 
may be . The sutures are available in 
boilable and non-boilable plain or chromic 
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catgut, Dermalon (processed from nylon) and 
Anacap silk. They are made jn different sizes 
to fit various requirements, and come in 28 
and 30-inch lengths. 
Davis & Geck, 
Brooklyn 1, N. Y. 
For brief reference use HP—311. 


57 Willoughby Street, 






























New Dow Oxygen Tent. 





FARADAY ELECTRIC CORPORATION MOVES 
OFFICES TO CHICAGO 


Faraday Electric Corporation will move its 
executive, sales and advertising offices to Chi- 
cago about March 1, to 11 South La Salle 
Street, Chicago 3, Ill. Among those moving 
to Chicago from the plant at Adrian, Michi- 
gan,ewill be Paul H. Hill, vice-president jn 
charge of sales, Joseph E. Fanning, assistant 
sales manager, Herbert W. Schild, advertising 
manager, Paul G. Taylor, manager of mer- 
chandise division, Frederick T. Mayer, man- 
ager of Cornice division, and F. E. Howell, 
manager of transportation division. Midwest 
District Office, C. W. Morean, manager, and 
branch office, C. L. Hobbs, manager, will 
also be maintained at the same address. 





PLASTICS-ON-THE-JOB — OXYGEN TENTS 


The ease and speed with which Ethocel 
sheeting may be fabricated into unusual pat- 
terns was recently demonstrated when three 
oxygen tents were delivered to a large hos- 
pital on the same day they were requested. 
These oxygen tents saved the lives .of three 
premature babies. A heavy gauge shecting 
was used for the center curved section and 
the ends were of laminated sheeting. Fach 
unit, similar to the one shown above, is 
durable and strong although weighing «aly 
19 ounces. Not easily seen because of their 
transparency, is the inlet baffle and outlet 
valve. The Dow Chemical Company reports 
that several types of oxygen tents fabricated 
from plastic films and sheetings are now in 
experimental stage in various hospitals 
throughout the country. 

The Dow Chemical Company, 
Mich. 

For brief reference use HP—314. 


Midland, 
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FOR THE 


OPERATING ROOM 


There Is 
No 
Scrubbing 
To Do 


OPERATING ROOM—For all instruments, syringes 
and hypo. needles, razor blades, operating knives, 
surgeons’ needles, rubber tubings, tracheal cathe- 
ters, mucous tubes, and anaesthesia equipment in- 
including face masks, sight feed bottles and filters, 


MEINECKE & CO., Inc. - NEW YORK 
@ 


, FOR THE 


CENTRAL DRESSING ROOM 


No Labor 
Is 
Needed 
and 

No Time 
Is 

Lost 


CENTRAL SUPPLY — For all instruments re- 
turned from wards, as well as syringes, hypo. 
needles, catheters, colon and rectal tubes, rubber 
tubings, colostomy pouches, prostatectomy tubes, 
drainage tubings of all kinds, ete. 


MEINECKE & CO., Inc. - NEW YORK 
J 


FOR THE 
BLOOD BANK ROOM 


5-lb. Can 
Makes 

80 Gallons 
of 
Solution 


Per Can.$6.75 
6 Cans... 6.08 
12 Cans... 5.40 


BLOOD BANK ROOM — For transfusion and 
infusion tubings, syringes and hypo. needles, col- 
lection and storage bottles, needle tubes and filters. 
Copies of Laboratory Tests of Blood Bank Tubing 
protectively cleaned by H®MO-SOL sent on request. 


MEINECKE & CO., Inc. - NEW YORK 


34 FOR THE ™ 


-©.B.DEPT. & LABORATORY 


Order 

A 

Trial 
Can 

We Will 
Destroy the 
Bill If Not 
Satisfied 


LABORATORY—For flasks, pipettes, test tubes, 


slides, cover glasses, syringes and hypo. needles. 


0. B. DEPARTMENT—For all instruments, rub- 
ber tubings, syringes and hypo. needles, anaesthesia 
equipment, etc. 


MEINECKE & CO., Inc. - NEW YORK 








Beautiful, dignified, 
permanent. Nothing to 
compare with “Hollister 
Quality” copyrighted birth 
certificates. Produced by 
offset lithography on Hurl- 
but Diploma Parchment— 
all new white rag content. 
Sent to you each enclosed 
flat in envelope to match. 


Perfected 
Footprint Outfits 


Baby’s footprints and mother’s 
thumbprints on our certificates 
remain as proof of identity for life. 


Long-Reach 
Seal Presses 


A good imprint of official seal of 
hospital on gold wafer attached to 
certificate, adds authority. 


Duplex 
Certificate Frames 


Hollister birth certificates, when 
framed and hanging in home and 
hospital, are productive publicity. 


Sample birth certificates 
and illustrated booklet 
sent upon request. 


Franklin C. Hollister 
Company 


538 West Roscoe Street 
CHICAGO 13 
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New Supplies 
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(Continued from page 68A) 


MERCHANDISE BULLETIN 


“Anchor Lines” is the title of a monthly 
bulletin, the first issue just published, aimed 
to minimize merchandise procurement prob- 
lems for hospital administrators. Its purpose is 
to keep superintendents and assistants posted 
on availability of new and _ time-honored 
staples of hospital equipment and_ surgical 
supplies. Attractively designed and _ illustrated 
it will fill a need for. vital information at 
this time. 

Hospital Equipment Corporation, 95 Madi- 
son Avenue, New York, N. Y. 

For brief reference use HP—312. 


BURDICK EQUIPMENT 


Quartz, mercury arc, Ultraviolet lamps and 
zoalite infra-red lamps are fully described 
and illustrated in recently released circular 
matter, giving much interesting information. 

The Burdick Corporation, Milton, Wis. 

For brief reference use HP—313. 


A-C-D-BLOOD PRESERVATIVE SOLUTION 

Today the same blood preservative, A-C-D 
Solution, which allows the Navy to fly whole 
blood to the South Pacific battle fronts, is 
available for use in civilian hospital blood 
banks. A-C-D Solution (acid-citrate-dextrose) 
now available from Cutter Laboratories, bal- 
ances a minimum of dilution with a maxi- 
mum of cell preservation. Blood collected into 
the Cutter Saftifuge flask containing A-C-D 
Solution, if properly refrigerated can be held 
for 21 days pending use as whole blood, 
then if unneeded may be used for plasma, 
thus giving long life to your blood bank. 
The Cutter closed vacuum flask will fit any 
500 cc. centrifuge cup and its completely 
closed stopper designed especially to meet 
specifications of the Navy is responsible for 
aseptic withdrawal, safe storage, and ease of 
transfusion of blood held in A-C-D Solution. 
The Navy recommendation for storage is — 
refrigeration at between 4 and 10 C. (38 
to 50 F.) from the time of collection until 
blood is used. Now A-C-D Solution can be 
purchased by civilian hospitals throughout 
the country. 

Cutter Laboratories, Fourth and Parker 
Streets, Berkeley, Calif. 

For brief reference use HP—315. 


LEWITH’S PRINCIPLE 


In explanation of the importance of mois- 
ture in steam sterilization, Lewith’s principle 
defining the effect of heat is treated in an 
interesting and informative manner in “The 
Surgical Supervisor.” Much detail with at- 
tractive illustrations are presented. The Jan- 
uary number is full of matter worth the 
consideration of all concerned in correct hos- 
pital methods. 

American Sterilizer Company, Erie, Pa. 

For brief reference use HP—316. 


MAKING THE MOST OF MEAT 

Making the Most of Meat in Industrial 
Feeding, a 29-page pamphlet published 
recently by the War Food Administration, is 
available on request from the WFA regional 
offices in Chicago, New York, Atlanta, Dallas, 
and San Francisco. Discussed in the pamphlet 
are such problems as balancing ration points, 
using utility beef, handling and storing meat, 
ways to cook meats, recipes for meat extend- 
ers and meat alternates, and use of dried 
brewer's yeast. A useful bibliography extend- 
ing the sources of meat information is in- 
cluded. This publication will help food man- 
agers in hospitals as well as industrial plants 
and other organizations. 


(Concluded on page 72A) 








IN OCCUPATIONAL OR 
DIVERSIONAL THERAPY 


* Get Results With x 


Fellowcrafters F 


Case-Tested Crafts Materials 
Randicrafts In fostering “physical ph 


ment, return social 

competence. 

ae ee handicraft materials and 
ven in Service hospitals and 

poten in tions, create and hold intense 

interest result in worthwhile physical and 

mental accomplishment. 


* LEATHERCRAFT * 


Designs, projects, all necessary tools and lecth- 

ers are available for hospital patients’ use. 

TOOLING CALFSKIN—Ample Supplies In Stock 
For Immediate Shipment To Hospitols .. , 
No Priority Needed. 

LMQ (standard) Grade in black, brown, red, 

ue, green, natural. Skins average 8 to 11 

sq. ft. Price per sq. ft. $.65. 

LMK (selected) Grade in same colors and size 
as LMQ. Price per sq. ft. $.70. 

(Postage extra.) 

TOOLING PIGSKIN in russet only. Skins aver- 

age 8 to 11 sq. ft. Price per sq. ft. $.65. 


* PLASTICS * 


For the patient who is semi-active and who 
wishes to devise and develop his own absorbing 
projects, Fellowcrafters offers plastics in sev- 
eral beautiful forms. Tools and materials im- 
ar weg available to hospitals on preference 
rating 


FREE ON REQUEST 
FELLOWCRAFTERS’ 
New Fourteenth Catalogue 


Pertinent, accurate and detailed informo- 
tion on crafts, materials, tools, projects, 
project kits, books and instruction manuals 
and PRIORITY DATA. 


DISTRIBUTORS: 
ATLANTA 1, GA., Milton Bradley Co. of Ga., 
Ing., 384 Forrest Ave., N. E. 
BOISE, IDAHO, The Book Shop, 319 N. 8th St. 
BOSTON 16, MASS., Fellowcrafters, Inc., 130 
Clarendon St. 
CHICAGO 10, ILL., Chicago Croft Service, Craft 
House, 615 No. LaSalle St. 
eee 2, OHIO, A. E. Wilde Co., 136 W. 
th St. . 


CLEVELAND 13, OHIO, Cleveland Leather Co., 
1817 W. 25th St. 

DENVER 2, COL., H. R. Meininger Co., 409 Six- 
teenth St. 

DETROIT 26, MICH., Dearborn Leather Co., 834 
Michigan Ave. 

HONOLULU, HAWAII, T. H., N. K. Young Co., 
7 No. Pauaghi St. (P.O. 1556) 

LOS ANGELES 55, CAL., Schwabacher-Frey Co., 
School Supply Division, 736-738 So. Broadway 

LOUISVILLE 2, KY., Central School Supply Co., 
311 W. Main St. 

NASHVILLE 3, TENN., Nashville Products Co., 
158 2nd Ave., N. 

NEW YORK 7, N. Y., Warren Sales Co., Inc., 

26 Park Pl. 

PHILADELPHIA 6, PA., Garret- _—— Co., 
Schooi Supply Dept., 12- 20 So. 6th 

PORTLAND 4, ORE., J. K. Gill Co., ne S. W. 

5th Ave. 

RICHMOND 9, VA., Flowers School Equipment 
Co., 327 W. Main St. 

ST. PAUL 1, MINN., St. Paul Book & Stationery 
Co., 55-57-59 East Sixth St. 

SYRACUSE 1, N. Y., Bardeen’s, Inc., 543-45 E. 
Genessee St. 

CANADA, TORONTO, Lewis Craft Supplies, 
Ltd., 8 Bathurst St. 


Of bait: Mors x01 
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R Hospital Picture 


HERE is serviceability be- 
yond expectations; attractively design- 
ed, ruggedly built furniture that will 
survive the hardest hospital usage. 

The Caf-O-Lite table 
top is guaranteed to with- 
stand practically all service 
hazards such as 190-proof 
alcohol, burning cigars 
or cigarettes, fruit juices, 


Se 


acids, alkalies, solvents, Honey Maple, or Walnut. 
etc. In addition, it is excep- ete Table legs (detached for 
tionally resistant to mars, | convenience in shipping), 
bumps and scratches...and fasten to rail with a heavy 
will not check or crack bolt and are equipped 
under extreme conditions. with silent domes. 

Rigidity of construction re- View of strong, steel corner brace Chairs are made with 


showing how legs are attached. 


sults in a top that stays flat steam-bent back and back 


and resists warping to the highest degree. _ post, shaped for greatest strength and com- 

Tables and chairs are solidly made of _ fort. The entire chair is reinforced by bent 
selected, kiln-dried hardwood, carefully fin- | bow braces, screwed into place. Overall 
ished...in choice of two beautiful finishes: height of chair, 3314”; height to seat: 18”. 


, STYLES AND PRICES: 
1 O S S, [ } EE. No. 3510 Table, Honey Maple Finish | in lots of 2, $22.95 


No. 3520 Table, Walnut Finish { each 
6 ia - " . (Table size: 36" x 36” with Caf-O-Lite top) 
Distributors of Hospital and Sanatorium Supplies 
‘ No. W-1150 Chairs, Honey Maple Finish } in lots of 4, $5.25 
No. W-1155 Chairs, Walnut Finish { each 
Above prices f. o. b. factory at Sheboygan, Wis., 90 day delivery 


MILWAUKEE WISCONSIN 
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The Appearance of Your Staff 
reflects the Quality of Your Service 


The Quality of Snowhite Work- 
manship remains high! 


Despite all the wartime restrictions, shortages, and delays, 
SNOWHITE STUDENT NURSE UNIFORMS are and will con- 
tinue to be tailored with the same exacting care that has 
brought us so many loyal friends in the Hospital field. 


aon Garment Mfg. Co. 


2880 N. 30th Street - Milwaukee 10, Wis. 


MEMBER, HOSPITAL INDUSTRIES’ 


ASSOCIATION 











sasasssesss 
(Concluded from page 70A) 
SEXTON SERVICE — 1945 


Profusely illustrated is the 12% x 9 in. 
brochure Sexton Service 1945. “Food is 
tops, where the green truck stops” is the 
slogan known to hospitals and institutions 
everywhere. Sherman Sexton proves it by 
illustrating the establishments to which John 
Sexton and Co. cater. Every conceivable out- 
let of good food seems to be numbered among 
the ever-widening circle of customers who 
serve good food. The nationally accepted 
lines are shown in colors to add interest to 
the cuts of the many establishments served. 


SIGNALING DEVICES 


Electrically operated signals; bells, gongs, 
and buzzers, fire-alarm equipment, signaling 
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devices, and program clocks receive fine treat- 

ment in an 8% x 11 attractive booklet of 

eight pages. Recently issued and printed in 

two colors and profusely illustrated, it will 

be found full of interesting material. 
National Time and Signal . Corporation, 

600 E. Milwaukee Avenue, Detroit 2, Mich. 
For brief reference use HP—317. 


WYETH, INCORPORATED 

The penicillin laboratories of Wyeth Incor- 
porated, Reichel Division, at West Chester 
and Kimberton, Pa., have been selected as 
ideal for the study of penicillin manufacturing 
methods by Dr. Jesuino de Albuquerque, of 
Rio de Janeiro, Brazil, who is in this coun- 
try gathering data for the establishment of 
a municipal penicillin laboratory in Rio. Dr. 
Albuquerque, is here on a mission for Presi- 
dent Vargas, of Brazil, and is investigating 
U. S. penicillin manufacturing methods. In 
cooperation with the Wyeth staff, arrange- 


ments have been made for a group of Bra- 
zilian chemists and bacteriologists to study 
the production and standardization of peni- 
cillin at Wyeth. The Wyeth organization has 
made the facilities of its Philadelphia, West 
Chester and Kimberton laboratories available 
to the Brazilian scientists for this purpose. 


FLASHLIGHT CHARGERS 


A catalog section on recently introduced 
charger for its wet rechargeable flashlight 
batteries which can be operated from the 
ignition system of automotive vehicles has 
just been published by The B. F. Goodrich 
Company, and is now available upon request. 
The section describes the equipment, tells its 
functions and pictures methods by which it 
may be attached to the vehicle. 

The B. F. Goodrich Company, Akron, Ohio 

For brief reference use HP—318. 


PLACEMENT OF PORTABLE FIRE 
EXTINGUISHERS 


The Safety Research Institute, Inc., of New 
York City, has issued the following news 
release on “The Placement of Portable Fire 
Extinguishers”: 

Portable fire extinguishers should be placed 
where they are readily available and access 
to them is not likely to be cut off by fire. 

When. used to provide general protection 
for an area containing normal fire hazards, 
extinguishers should be so placed that at least 
one large or two small ones can be reached 
by traveling no more than 50 feet from any 
point in the area. Fewer extinguishers arc 
required where the fire hazards are light, 
and more where they are severe. 

When the extinguishers are used for safe- 
guarding a specific fire hazard, they should 
be mounted near it, but not on or so close to 
the hazard that they will be involved if it 
catches fire. If the hazard is located in a 
relatively small room, it is good practice to 
mount the extinguishers either just inside or 
outside doorways leading into the room. 
Operators can easily get at extinguishers so 
placed and have a safe line of retreat in 
case of necessity. 

Extinguishers may be mounted on columns 
or walls, with hangers, brackets, or shelves 
as supports. The tops of easily handled units 
shoulde not be more than 5 feet from the 
floor; with heavy units, this distance should 
not exceed 3 feet. 

Extinguishers should be placed where they 
can be plainly seen. When they are wholly 
or partly concealed, their locations should be 
marked with’conspicuous signs. 

Nothing that might interfere with the 
accessibility of an extinguisher should be 
placed under or near it. All extinguisher 
locations should be checked at least once 
a day, and any obstructions found should 
be removed immediately. 


A REPORT ON BUTTER AND CHICKEN 


According to a WFA news release, dated 
March 3, the special program designed to 
assure civilian hospitals limited supplies of 
butter will continue on a monthly basis until 
further notice. The program had been sched- 
uled to terminate on February 28. 

Another recent WFA release announces that 
hospitals that are unable to obtain a minimum 
of about 10 ounces of stewing or roasting 
chicken per patient per week may obtain 
priority assistance to get this food. This 
assistance will be given only after hospitals 
have exhausted all other means of obtaining 
needed supplies from the trade. 


MERCY ECHOES 


The history of Mercy Hospital, Toledo, will 
be told in a series of articles appearing in the 
hospital’s quarterly publication, Mercy Echoes. 
The June edition tells about the signing of 2 
deed on June 18, 1916( which made the pos- 
sibility of Mercy Hospital a potential reality. 





